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A NEW era in the study and treatment of rheu- 
matic diseases began on April 13, 1949, when 
Hench and his co-workers' announced their ob- 
servations on the remarkably beneficial effects of 
the adrenocortical hormone, Cortisone (originally 
called Compound E), and of the pituitary adreno- 
corticotrophic hormone (ACTH) on rheumatoid 
arthritis. Six weeks later Hench and his associates* 
reported that Cortisone also had a favorable in- 
fluence on 3 patients suffering from acute rheu- 
matic fever and rheumatic carditis. The opinion 
was expressed that ACTH would probably have 
similar effects to that of Cortisone in rheumatic 
fever 


Since May 17, 1949, we have had the opportunity 
of studying the effect of ACTH on 10 patients with 
acute rheumatic fever. Our objectives have been 
to determine the therapeutic virtues of this hor- 
mone in rheumatic fever and rheumatic carditis 
and to obtain data that might throw some light on 
the mechanisms involved in hormonal influences. 

A preliminary report of some of the more imme- 
diate effects of ACTH in 3 of the patients has been 
included in a previous publication.? The purpose 
of the present communication is to summarize our 
clinical observations on all 10 patients, some of 
whom have now been followed sufficiently long to 
allow for an assessment of this form of therapy. 


METHOD oF TREATMENT AND STUDY 


This report, which covers the period from May 17 
to October 23, 1949, is based upon observations on 
10 patients. In 8 of these ACTH therapy has been 
terminated; 2 are still under treatment. 
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ACTH was measured in terms of the 
Armour standard.** The hormone, which was ob- 


‘tained in the dried state in rubber-capped vials, 


was dissolved in sterile physiologic saline solution 
on the day it was to be used. Administration was 
by the intramuscular route, usually at six-hour in- 
tervals. With a view to obtaining information re- 
garding the optimum method of applying ACTH 
to the treatment of rheumatic fever, various dosage 
schedules have been tried. 

To facilitate the collection of data needed for 
studies on the mechanism of hormonal influences in 
rheumatic fever, all patients treated with ACTH 
were placed on a metabolic balance diet containing 
an average of 0.6 gm. of sodium per day. This con- 
trolled diet was started at least two days prior to 
therapy and was continued throughout the period 
of treatment as well as for at least three weeks after 
discontinuation of ACTH. 

In addition to the usual clinical observations, the 
total white-cell count, differential count, total cir- 
culating eosinophils, hematocrit and erythrocyte 
sedimentation rate were determined at frequent in- 
tervals. The last test was performed by a modi- 
fication of the Rourke-Ernstene method,‘ which 
records the rate of fall of the red blood cells and in- 
volves a corrective for the packed red-cell volume. 
The upper limit of normal for the corrected sedi- 
mentation rate is 0.40 mm. per minute. The total 
number of circulating eosinophils was counted by 
the method of Forsham and his associates.® 

As a rule the patients were weighed daily, and 
their blood pressures were watched carefully. 
Electrocardiograms were taken at least weekly on 
all patients and more often on those with peri- 
carditis. Roentgenograms of the chest were also 
taken when indicated. 

Because of the reported effects of ACTH and cer- 
tain adrenal hormones on carbohydrate metabolism 
urines were tested for the presence of glucose, and 
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the fasting blood sugar level was determined at 
frequent intervals. 

To avoid any confusion that might arise from the 
effect of an intercurrent hemolytic-streptococcus in- 
fection on the course of rheumatic fever, the anti- 
streptolysin O titer of the serum was determined at 
least every other week, and throat cultures for 
hemolytic streptococci were done on an average of 
twice weekly. 


Case REPorTs 


Case 1. F. S. an Il-year-old girl, was admitted to the 
House of the Good Samaritan on May 14, 1949. One month 
prior to entry, without a history of preceding upper respira- 


tory infection or any other illness, she had experienced sub- 
— and objective migratory polyarthritis. One week 

ter she was seen by her family physician, who made a 
diagnosis of rheumatic fever and prescri rest, peni- 
cillin and aspirin. On May 2 she entered another hospital 
where she was found to have fever and leukocytosis. A lood 
culture, an electrocardiogram and a roentgenogram of the 
chest were normal. She was treated with penicillin and sali- 

lates and discharged against advice on May 7. During 

e next 6 days her condition became much worse, with the 
svempement of tachycardia and cardiac murmurs, and on 
May 13 she was admitted to the Children’s Hospital. On 
the following day she was transferred to the House of the 
Good Samaritan for ACTH therapy. 

Physical examination revealed a girl who was obvicusl 
extremely ill, with a temperature of 103°F. by rectum, mu 
- rheumatic nodules and limited motion of the left shoulder. 

e heart was slightly enlarged to percussion. Gallop rhythm 
at a rapid rate and a loud extensive pericardial friction rub 
were present. A roentgenogram of the chest (Fig. 1) and an 
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electrocard m were consistent with pericarditis. During 
the first 3 days, when the only medication employed was 
small doses of codeine, she remained extremely ill, and the 
development of a typical Ewart sign over the left side of 
the chest posteriorly gave evidence of increasing pericardial 
effusion. 

ACTH therapy consisted of a total daily dose of 36 mg. 
from May 17 to 20, 20 mg. on May 21, 30 me. from May 22 
to June 8, 20 mg. from June 9 to 13, 12 mg. from June 14 to 
17, 6 mg. from June 18 to 29 and 2 mg. from June 3 to July 7. 
In association with this treatment there was rapid and prac- 
tically continuous improvement. Within 24 hours the fever 
and joint pains had disappeared, and the peceet felt well 
enough to sit up in bed and read. The fri 


d hed by May 18 and l — 
tly diminis ay 18 and entirely gone a 

roentgenograms (Fig. 1.) and slowing of the heart rate. The 
rheumatic nodules gradually regressed and finally disap- 
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Ficure 1. Roentgenograms of the Patient in Case 1. 
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therapy, and B that taken the fourth 
af the heart shodow. 


red over a period of about 6 weeks. The sedimentation 
rate (Rourke-Ernstene method) fell from a reading of 1.7 
mm. per minute on May 16 to 0.28 mm. per minute on June 2. 
It remained well within normal limits during the next 2 weeks. 
On June 18, the sedimentation rate again rose to levels slight! 
above the upper limit of normal, and readings between 0. 
and 0.60 mm. per minute were recorded until July 21. There- 
after the rate remained normal. In association wi CTH 
therapy, there was a remarkable improvement in the patient’s 
appetite, and her weight increased from 57 pounds on May 
18 to a maximum of 76 pounds on July 26. 

With the disappearance of the pericardial friction rub on 
May 20 the patient was found to have an aortic diastolic 
murmur of almost moderate intensity, a slight mitral sys- 
tolic murmur and a definite, low-pitched mitral mid-dias- 
tolic murmur. As clinical eae continued, these 
murmurs prey ressed. By june 10 the mitral mur- 
murs could no longer be heard, and by the end of July the 
aortic diastolic murmur had —y wae At the present 
time, more than 3 months after discontinuance of ACTH 
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therapy, the patient seems ogy, Bay without any evi- 
dence of active rheumatic fever. e heart appears to be 
quite normal by physical examination, clectrocardiograms 
and roentgenograms. 

The only untoward reactions to ACTH therapy observed 
were the development of mild frontal headache for a few 
days, slight rounding of the face and facial acne. The acne 
first appeared on June 11, about 4 weeks after the beginning 
of treatment, and —— by July 22, 2 weeks after the 
discontinuance of A 


Case 2. D. D. a 21-year-old woman, was admitted to the 
~ on March 30, 1949. She had had chorea at the ages 
of 4 and 7 years. At the age of 14, during her first admission 
to the House of the Good Samaritan, she was found to have 
acute rheumatic fever and severe heart disease with mitral 

aortic murmurs. First-degree heart block has been 
observed on wong | occasions since that time. During the 
last 7 years there had been at least three hospitalizations for 
congestive failure. She had been on a maintenance dose of 
digitoxin for over a year and had recently been closely fol- 
lowed in conjunction with a study program of cardiac pa- 
tients. On March 14 she had complained of pain and tender- 
ness in the neck. Each of three throat cultures revealed hemo- 
a ne tgp not previously present in the throat flora. 
March 28 she was obviously ill, with fever, rapid heart 
rate, malaise and pain in the chest and back. ese signs 
and symptoms persisted, and she was referred to the House 
of the Good Samaritan 2 days later with a diagnosis of severe 
recurrent rheumatic fever. The antistreptolysin O titer rose 
from 500 units on March 16 to 1250 units on March 30. 

On admission the patient was seriously ill. The tempera- 
ture varied from 103 to 104°F. by rectum. The heart was 
enlarged, the border of cardiac dullness extending to the 
anterior axillary line, and there was a protodiastolic gallop 
rhythm and a rapid rate. Typical murmurs of mitral regur- 

itation and stenosis and of aortic regurgitation were heard. 

e neck veins were slightly devendel, and a roentgenogram 
of the chest revealed prominent pulmonary vascular markings. 
She was considered to be in congestive failure. Therapy con- 
sisted of bed rest, aspirin, digitoxin, Theocalcir and Mercu- 
hydrin. She did poorly, however, and severe orthopnea 
developed. An oxygen tent and morphine sulfate were added 
to the treatment regimen. After 4 weeks of hospitalization 
she was in a precarious condition, with sacral edema a 
hepatic enlargement. The dosage of Mercuhydrin was in- 
creased, and ammonium chloride was added. On May 5 with 
the substitution of plain aspirin for the enteric-coated type 
preety administered there was a prompt diaphoresis and 
all in temperature. In spite of considerable subjective im- 
provement the patient remai seriously ill. 

She was considered as a candidate for ACTH therapy, 
and accordingly aspirin and ammonium chloride were omitted. 

was maintained on digitoxin and daily injections of 1 cc. 
of Mercuhydrin. but during the 4 days before the initial 
dose of ACTH she gained 4 pounds, sacral edema increased, 
and the liver became larger. 

On May 18, ACTH therapy was begun, the total dose on 
that day being 54 mg. Within 24 hours the temperature fell 
from 102.5°F. by rectum to normal, and the pains in the 
back and neck disappeared. Sacral edema and marked liver 
enlargement and tenderness dually lessened during the 
Ist week of ACTH therapy. e total daily 5 were 
as follows: 36 mg. from May 19 to 21, 40 mg. from May 22 
to 25, none from May 26 to 28, 50 mg. from May 29 te Jams 
10, 30 ms. on June 11 and 12, 20 mg. from June 13 to 17 and 
12 mg. from June 18 to 25. The patient was given saline 
injections for 3 days when the supply of the hormone was 
temporarily exhausted. Fever reappeared in 24 hours, and 
chest and back pain recurred 48 hours after withdrawal of 
ACTH. During this febrile period there was a marked 
diuresis and a further decrease in the signs of congestive 
failure. With resumption of therapy there was prompt dis- 
appearance of fever and pain, and a satisfactory urinary 
output was maintained. wane ce there was no clinical 

idence of congestive failure. e mercurial diuretic was 
therefore omitted a few days later. 

The sedimentation rate gradually fell from a reading of 
1.4 mm. per minute on May 18 to 0.35 mm. per minute on 


une 9. 
J On June 20 the patient appeared markedly depressed. After 
neuropsychiatric consultation, it was deemed advisable to 


discontinue ACTH therapy. An immediate slight tempera- 
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ture rise and elevation of the sedimentation rate occurred. 
The sedimentation rate soon became as rapid as before A 
therapy, but the patient remained asymptomatic and the 
slight temperature elevation (never over 1°F.) disappeared 
within 2 weeks. 

About 4 months after discontinuance of ACTH therapy, 
the patient was remarkably improved in comparison with her 
condition prior to treatment. The heart size and murmurs 
were essentially the same as those observed prior to this 
hospital admission. The PR interval of the electrocardio- 
gram, as in the past, was still prolonged, and the sedimenta- 
tion rates were moderately elevated, suggesting that low- 

ade rheumatic activity was still present. However, she 
elt generally well, and there were no clinical signs of active 
rheumatic fever or of congestive failure. 

Possible untoward effects, in addition to the mental de- 
pression mentioned above, included lower abdominal cram 
which appeared on the 3rd day of hormone therapy a 
disappeared the next day when a new lot of ACTH was used, 
and facial acne, which appeared for the first time in her 
life on June 9 and when she was last seen had not yet entirely 
disappeared. The mental depression had lessened considerably 
within 2 weeks of the discontinuance of therapy and 
had entirely subsided by the end of 4 weeks. 


Case 3. L. B. a 7-year-old girl, was admitted to the hos- 
ie on May 12, 1949. She was apparently well until March 
0, when she had a sore throat and slight fever. She was 
t in and given an occasional aspirin tablet for 2 or 
3 days, during which she seemed to improve. However, 
fever soon returned, and a sulfonamide was prescribed for 
several days. By March 20 there was pain in the ankles and 
wrists, with swelling of these joints and inability to walk. 
On April 5 she became short of breath and complained of 
= in the chest and abdomen. The temperature varied from 
02 to 103°F. On April 7 she was admitted to another hos- 
ital, where she remained until transfer to the House of the 
Samaritan. At the other institution, congestive failure, 
with basal pulmonary rales and liver enlargement, was ob- 
served. Treatment included aspirin, diuretics and a low- 
ee diet, but gallop rhythm and probable mild failure 
isted. 

On admission to the House of the Good Samaritan the 
patient was slightly improved and fairly comfortable. Physi- 
cal examination disclosed several rheumatic nodules, mod- 
erate cardiac enlargement, apical systolic and diastolic mur- 
murs, gallop rhythm and hepatic enlargement. The joints 
were asemel. Aspirin therapy was not continued, but Theo- 
calcin was given for the first 10 days use congestive 
failure. On May 18, after the patient had been with- 
out aspirin for about seven days, fever developed, the 
temperature reaching 103°F. by rectum on May 21 and fall- 
ing to normal within the next 2 days. 

May 28 fever, cough and orthopnea again developed, 

and because of her precarious condition A therapy was 

n without further control observations. The total! 

daily dosage was as follows: 22.5 mg. on May 29, 30 mg. from 

May 30 to June 8, 20 mg. from June 9 to 13, 12 mg. from 

une rf had 6 mg. from June 18 to 29 and 2 mg. from June 
to July 7. 

The temperature fluctuated between 99.6 and 100.8°F. 
» rectum during the first 5 days of hormone treatment and 

ereafter remained oneney normal. The sedimentation 
rate, which had been rapidly becoming slower (possibly 

ause of increasing congestive failure) was “normal 

by the time ACTH therapy was begun and continued to 
decrease, reaching an unusually low level of about 0.04 mm. 
per minute 10 days later. Cough, orthopnea, tachycardia, 
gallop rhythm and nodules persisted. The liver became some- 
what larger, and pulmonary rales appeared. It was evident 
that congestive failure was increasing during the first few 
days of therapy. Accordingly, on June 3 Mercuhydrin in- 
jections (0.25 cc. daily) were begun and were continued 
through July 5. With the initial diuresis the congestion 
improved, gallop and the liver edge 
receded to the costal margin. However, signs of mild con- 
gestion soon reappeared, and by pn 20 the liver edge was 
again 2 cm. below the right costal margin. 

During July the patient was asymptomatic, and the 
sedimentation rate remained normal, but a slightly enlarged 


liver and tachycardia persisted. The subcutaneous nodu 
n observed when the patient was admitted 
middle of August, 


that had first 
to the hospital finally disappeared about the 


bat sew nodules distal to the elbows were discovered toward 
t month. 
half months after cessation of ACTH therapy, 
the patient was generally improved in comparison to. 
status on admission. However, she did not appear entirely 
in, there was a ga r a 
rapid. The size of the heart and the cardiac 
murmurs remai uncha 


loved dering the 3rd week of ACTH 
a few small skin striae 


observed on one thigh. These sigrs had not completely 
disappeared at the last follow-up cxamination. 


— 
noted il 12, a red, sore throat dev rom 
which were isolated, followed by a 
desquamating rash and a rise in antistreptolysin O titer from 
159 to 1585 units. By May 17 the temperature reached 
104°F. Administration of aspirin in moderate dosage cau 
orally beca pected streptococc 

patient also complained of pain in the 


i ination showed a faint low-pitched mid- 
Pu 4-5. in addition to the previously observed sys- 


tolic apical murmur. The heart was not enlarged, and on 
F 


i congestive failure. On May 25 the ri 
swollen and tender. During the first 
5 hospital days the temperature ranged from 100 to 102°F. 
by rectum, and the sedimentation rate from 1.4 to 1.5 mm. 
per minute. 

ACTH was a 
in the followi 
30 mg. from 
12 
fro 


erapy, and 
48 house. Th 


une 18). 

, while receiving only 6 mg. of ACTH daily 

isode of and arthritis which subside 
completely 7 cane later without change in dosage. This 
recrudescence was accompanied by a rise in the sedimenta- 
tion rate, which subsided by July 22 to normal levels, where 
it remained. During a further follow-up period of over 3 
months since discontinuance of ACTH eg the patient 
continued to feel entirely well and remained free from all 
clinical and laboratory signs of active rheumatic fever. She 
had gained 12 pounds since admission. The systolic murmur 
rsisted, but the diastolic murmur was no longer audible. 
acial acne appeared on the 17th day of therapy and per- 
for about 2 weeks. No other untoward effects were 


. H. F., an 8-year-old was admitted to the hos- 
ame’ une 5 1949. About month previously she cc 
lained of pain in one foot. This pain lasted only | day. | 
§ weeks prior to entry she was noted to be listless, irrital } 
pale and anorexic. Two weeks before admission tachycardia, 
rapid breathing and precordial pain developed. She was 
odaitted to another hospital, where she was given pericillin 
acterial endocarditis although two 
blood cultures were negative. She had several noscbleeds 
during her hospitalization. Because her resporse to treat- 
ment was poor, she was transferred to the Children’s Hospital 
on June 2, and 3 days later, after the diagnosis of rheumatic 
fever had noon ~~ she was tra to the House 
Good Samaritan. 
“_ admission she was pale and obviously extremely ill. 
The left border of cardiac dullness extended well beyond 
the apical impulse, and a loud pericardial friction rub was 
nt. Ewart’s sign, distended neck veins and an enlarged 
were noted. Apical systolic and diastolic murmurs were 
heard, as well as a probable | 
murmur along the left sterna er. chest x-ray film 
and an destswenrdiegeeen were q with peri- 


for suspected subacute 
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cardial effusion. Sa tes were withheld, and the tempera- 
ture rose to 102.5°F. by rectum on June 7. The sedimenta- 
tion rates varied from 1.2 to 1.5 mm. per minute before ACTH 
therapy was begun. The total daily dosage was as follows: 
12.5 mg. on June 7, 50 mg. from June 8 to 10, 30 mg. from 
une II to 17, 12 mg. from June 18 to July 4, 10 mg. from 
uly 5 to 15 and 15 mg. af 16 to September 15. 
uring the first 4 days of A therapy congestive failure 
became worse. The liver edge extended to the umbilic 
and the pulse and respiratory rates reached 150 and rr 
r minute respectively. Consequently, Mercuhydrin in- 
ions (1 cc.) were given daily from June 11 to July 5, and 
the patient began to improve slowly. The temperature was 
normal 36 hours after the start of ACTH therapy. There 
were never any nodules or joint manifestations. peri- 
cardial friction rub disappeared on June 18, when the heart 
d become considerably smaller Percussion and —_ 
examination, a she appeared considerably improved. 
However, slight liver enlargement and an elevated sedimen- 
tation rate persisted. e clinical status remained 
stationary until July 16, when fever, precordial pai 
pericardial friction rub suddenly appeared. At tl 
she was recciving only 3.3 mg. of A three times daily. 
When the dosage of ACTH was increased 50 per cent, these 
findings disappeared completely within 2 days. By August 
2 the liver was no longer palpable, the venous pressure was 


aeereen to 80 mm. of saline ey and the sedimenta- 


n rate was epocsocsns normal. On August 16 an isolated 
temperature 102°F. was recorded, associated 
symptoms or signs. This transient febrile episode subsided 
promptly and is unexplained. The sedimentation rate was 
normal after September 2, and the patient was well duri 
the 6 weeks that had elapsed since ACTH was discontinued. 

e heart remained large, and the murmurs were essentially 
unchanged. Slight acne appeared over the forehead — 
administration of ACTH, and minimal lesions were 
present at the last examination. 


Case 6. S. F., a 7-year-old girl, was admitted to the hos- 
tal on June 11, 1949, with a chief complaint of pain of 3 
ays’ duration in the ankles and knees. A cold with cough 
but without sore throat occurred 2 weeks before admission. 
On June 7 she was unable t out of bed because of severe 
pain in the hips and ere was marked limitation of 
abduction of both hips and a moderate fever. On June 9 
both great toes and an ankle became painful, and the 
reached 103.5°F. 
ysical examination revealed tenderness, swelling and 
increased warmth of both ankles. The heart was not enlarged, 
and there was a poorly transmitted Grade II systolic murmur, 
which was regarded as functional by several observers. The 
antistreptolysin O titer was 1250 units. The temperature 
none from 103 to 104.5°F. by rectum before treatment, 
and both the white-cell count and sedimentation rate were 
elevated. The latter was 1.45 mm. per minute 
on the day after admission and reached 2.0 mm. per minute 
on June 14, when ACTH therapy was begun. The total daily 


dosa follows: 22.5 mg. 4, 30 mg. f: 
13 17, 12 mg. from June to and me. fom Joe 
to ju 


Within 24 hours of the institution of ACTH therapy, the 
temperature dropped to normal, and within 48 hours all 
joint signs and symptoms had disappeared. The sedimenta- 

n rate reached 0.4 mm. per minute on June 29 but fluc- 
tuated between 0.40 and 0.50 mm. per minute when the 
daily dosage of ACTH was reduced from 12 to 6 mg. In 
spite of omission of ACTH on July 15, the sedimentation 
rate soon fell below 0.40 mm. per minute and remained 
essentially normal thereafter. There was no recurrence of 
joint 7egueme or fever, and the cardiac findings remained 
norma € patient was gradu mobilized, and more 
than 3 months after discontinuance of ACTH, she felt and 
appeared entirely well. 


Case 7. D.N., a 7-year-old boy, was admitted to the 
hospital on June 13, 1949. There was a strong family his- 
tory of rheumatic fever. About 1 month prior to admission 


he appeared somewhat thinner than usual. Five days before 
admission he complained of pain in the soles of the feet, 
and the temperature was found to be 101°F. The next 
evening his family physician observed swelling of the ankles. 
Penicillin and sulfadiazine were given without apparent 

nefit. On June 11, when there was slight swelling of the 


Case 4. M. B., a 10-year-old girl, was admitted to the 
hospital on May 24, 1949. The past history revealed attacks 
- , and in 1947. Since the 
single dose of 15 mg. o eine was the only other medi- 
cation employed. Fever and joint pains disappeared within 
24 hours of the initiation of all evidence of 
joint swelling subsided within e sedimentation 
rate reached 0.42 mm. per minute by the day of therapy 
observed. 
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ht ankle and a definite pericardial friction rub, he was 
admitted to the Children’s Hospital. The temperature 
reached 104°F. by rectum. After 2 days of observation 
without salicylates he was transferred to the House of the 

Samaritan. 

Physical examination on the day of admission disclosed 
an acutely ill boy with swelling of both ankles. The tem- 
perature was 104.8°F. by rectum, and the respirations and 
pulse were very rapid. The heart was enlarged, the border 
of cardiac dullness extending 1.5 cm. beyond the midclavic- 
ular line and the enlargement being confirmed by chest 
roentgenogram. Systolic and diastolic murmurs were heard 
at the apex, and there was a loud systolic, scratchy sound 
at the base. There was no definite evidence of congestive 
failure. The sedimentation rate just before the first injec- 
tion of ACTH was 1.78 mm. per minute. The antistrepwl- 
ysin O titer was 3170 units. 

ACTH therapy was un on the morning of the 2nd 
hospital day, the total daily dosage being as follows: 22.5 
mg. on June 14, 30 mg. from June 15 to 17 


June 18 to 29 and 6 mg. from June 30 to July I 
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during which time a heart murmur was noted and x-ray 
films of the chest and knee were normal. He had no fever 
and was sent home to bed. In early July he seemed more 
nervous and restless and “couldn’t keep still.” Duri 
the month before admission to the House of the Good Sama 
tan there was evidence of increasing chorea, with difficult 
in eating and speaking. He was unable to feed him 
During July there were several nosebleeds but no joint 
symptoms. 

Physical examination revealed a fairly well nourish 
afebrile patient with severe generalized chorea affecting 
four extremities and with considerable grimacing, dysarthria 
and dysphagia. The heart was not enlarged, but there was 
a loud systolic apical murmur and a mid-diastolic murmur 
at the apex. There were no other ph sical stigmas of rheu- 
matic fever. X-ray examination of the chest was negative. 
The sedimentation rate on the Ist day of therapy was 0.68 
mm. per minute. 

ACTH therapy was begun on August 13 in a total dail 
dosage of 30 mig. (10 mg. on August 23) and discontinued 1 
days later,because the supply of the ne was nearly 


Ficure 2. Photographs of Patient in Case 9. 
A is a photograph taken on the third day of ACTII therapy, Montes metules on the spine and elbows. B shows 


disappearance of the nodules during AC 


was no adjuvant medication. Arthritis, fever and the peri- 
cardial friction rub all disappeared within 24 hours. On the 
3rd day of there, » when the pulse rate had fallen to 60 eee 
minute, a probable early aortic diastolic blow was audible 
along the left sternal border. The sedimentation rate reached 
0.46 mm. per minute on July 12 and 0.23 mm. per minute 
on August 4. Fever and arthralgia did not recur although 
an erythematous skin rash (not erythema marginatum) 
was observed intermittently during the 3rd week of therapy. 
On June 23 a chest x-ray film revealed the heart shadow to 
be normal in size and shape, and the aortic diastolic murmur 
was no longer heard. The apical mid-diastolic murmur was 
less striking. By July 9, only a Grade I systolic murmur 
in the pulmonic area was present, and the heart was con- 

ered to be normal to physical examination by several ob- 
servers. More than 3 months after discontinuance of ACTH, 
the patient felt perfectly well and was quite active phys- 

lly. During his hospital stay the hematocrit rose from 
30 to 40 per cent. 


Case 8. W.K., a a boy, was admitted to the 
hospital on August 5, 1949. He had been well until May 9 
when he fell off a street curb and injured his left knee. 
week later he began to ee of fecling tired. In another 
few days a physician found “water on the knee.” The pa- 


tient was hospitalized elsewhere {rom June 18 to June 25, 


therapy. 


exhausted and because we were interested in seeing whether 
the chorea would be aggravated on withdrawal of treat- 
ment. During the 10-day course of hormone therapy (no 
other medication was employed) the chorea gradually 
lessened, and handwriting samples showed striking improve- 
ment. There was a marked improvement in speech and 
swallowing, and the patient was able to feed himself. By 
August 23, when ACT H treatment was discontinued, 

still showed occasional slight choreiform movements, but 
these continucd to diminish ‘and were not detectable after 
about the middle of September. The sedimentation rate 
fell to normal by August 19. During the 3rd week of August 
there was a transient period of frequent premature beats, 
which clectrocardiograms showed as arising from near 
the auriculoventricular node. There was no recurrence of 
this arrhythmia. On August 28, 6 days after omission of 
ACTH, the temperature suddenly rose transiently to 102.5°F. 
by rectum, without any symptoms and without any phys- 
ical findings to account for the fever. Simultaneously the 
sedimentation rate rose to 1.6 mm. per minute. However, 
by September 9 it had again reached normal where it remained. 
Throat cultures were negative for hemolytic streptococci 
on August 29 and 30 but were positive on August 31,when 
the temperature had fallen to normal. Beginning September 2 
the paticut was given a 10-day course of by mouth, 


fave 
» 
* 
ba 
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during which throat cultures were ative. At the last 
examination, although up and about 6 hours a day, he was 
entirely free of chorea and other signs of active rheumatic 
fever. The heart was unchanged. He had gained 10 pounds. 


Case 9. G.T., a 12-year-old boy, was admitted to the 
hospital on August 6, 1949. He had been in good healt 
until about 6 weeks previously, when he had complained of 
pains in the arms and shoulders after swimming. These 

ins had subsided on the same day, but 1 week later pain- 
ul swollen ankles and fever had appeared. Four weeks 
before admission the patient was limping on the left leg, 
and his physician made a diagnosis of rheumatic fever. He 
was admitted on July 12 to another hospital, where leuko- 
cytosis was found. He was treated with salicylates and about 
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September 19 to 24, 20 mg. from September 25 to 30 and 
10 mg. on October 1. Although the fever ro ey within 
24 hours, the friction rub became louder, a 

there were du!lness and bronchial breath sounds at left- 
lung base (Ewart’s sign). 

n August 23, the supply of ACTH was temporarily ex- 
hausted, and the patient received sterile saline injections 
for 5 days. When the drug was omitted, there was an im- 
mediate rise in temperature, a peak of 103°F. being reached 
on August 27. With resumption of therapy on August 28 
the temperature fell to normal in 1 day. At this time the 
nodules were distinctly smaller, and the pericardial! friction 
rub was quite faint. The slight residual friction rub did not 
completely disappear until September 1, when electrocardio- 
grams also showed i 


considerable improvement. The sedimen- 


Ficure 3. Photographs of Patient in Case 9. 
ness of 


A shows the appearance 


shout four of AUTH Note the development 


3 weeks later was transferred to the House of the Good 
Samaritan. 

Physical examination revealed a thin, chronically ill boy 
with limitation of motion of the metacarpophalangeal joints 
of both hands. Rheumatic nodules were extensively distrib- 
uted over the fingers, elbows, knees, ankles and spinous 
processes of the vertebras (Fig. 2). Those over the dorsal spine 
were unusually large. The heart was not enla to percus- 
sion or by fluoroscopy, but there was a loud systolic apical 
murmur, a mid-diastolic murmur at the apex, and a moderate 
blowing diastolic murmur along the left sternal border. 

ulse was of a Corrigan type, and the blood pressure was 
ae. The sedimentation rate was 1.5 mm. per minute, 
and the antistreptolysin O titer was 1585 units. 

The patient was placed on a regimen of complete bed rest 
but given no ication. The temperature at first rose 
_ gradually and then suddenly reached 104°F. by rectum on 
the evening of August 14. The next morning a definite 
pericardial friction rub was heard, and a chest roentgenogram 
and electrocardiograms were consistent with pericarditis 
and effusion. 

After base line studies had been obtained, ACTH therapy 
was etarted on August 18, when the temperature was 102°F. 
by rectum and the sedimentation rate 1.5 mm. per minute. 
The total daily dosage was as follows: 100 mg. on August 18, 
80 mg. from August 19 to 22, none from August 23 to 27, 
80 mg. from August 28 to September 5, 60 mg. from Septem- 
ber 6 to 12, 40 mg. from September 13 to 18, 30 mg. from 


B that after 


of acne and rou the face. 


tation rate varied between 0.9 and 1.6 mm. per minute until 
September 2, when it reached 0.45 mm. per minute, and soon 
thereafter dropped to 0.15 mm. per minute. 

By mid-September the nodules were almost imperceptible 


(Fig. 2B) 
appea ¢ patient remained asymptomatic, with normal 

imentation rates, until October 3, when the symptoms 
of an upper respiratory infection appeared. Slight fever and 
an elevation the sedimentation rate occurred. Several 
throat cultures were negative for hemolytic streptococci. 
It remains to be seen whether this episode represented merely 
a common cold or a recrudescence of rheumatic fever due 
to the small daily dese (10 mg. of ACTH). He had gained 
6 pounds since admission, and the hematocrit reading had 
risen from 34 to 42 per cent. 

September 10, 23 days after the first dose of A 

the patient showed marked facial acne and roundness 
the face (Fig. 3). These findings were still present and had 
shown little change on the last examination. There was no 
elevation of press and frequent determinations of 
blood sugar values revealed no abnormality. 

Casz 10. J. R., a 17- ld boy was admitted to the 
hospital on mber 12, 1949. He had been in excellent 
health until the summer of 1946, when rheumatic fever 
develo after an upper respiratory infection. Although 


he had been in bed about 6 months at that time, no informa- 
tion regarding cardiac findings was available. He continued 
to feel tired and during the and winter of 1946-47 com- 


on August 22 . 


’ = by early October they had completely dis- 


gt 
« 
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orm of joint pains and ran an intermittent low-grade 
ever. He was hospitalized for 2 months in February, 1947, 
when a diagnosis of rheumatic heart disease was made. After 
po gre from the hospital the patient continued to appear 
pale and chronically ill and attended a school for handicapped 
children from September, 1947, to June, 1948. He was oc- 
casionally troubled with palpitation. He felt considerably 
better during the summer of 1948 but still had intermittent, 
slight elevations of temperature. In February, 1949, he had a 
severe epistaxis, which required cauterization. Since that 
time his course had been progressively downhill, with fre- 
quent febrile episodes and arthralgia. On August 29, 1949, 
severe palpitation developed, and examination disclosed 
auricular fibrillation. He was admitted to another hospital 
on August 31. While he was there, objective arthritis of 
several joints that subsided on aspirin therapy developed. 
He was also given large doses of digitoxin, a over 
5 mg. of the drug in 12 days. Hiccups developed on the day 
before transfer. 

Physical examination disclosed an acutely ill boy with 
moderate acne of the face and presternal area. The tem- 

rature was 103°F. by rectum. The pulse was totally irregu- 
ar, with an apical rate of 90. No nodules were evident, 
and there was no arthritis. The heart was markedly en- 
— the border of cardiac dullness extending to the lef 
with murmurs typical of involvement of the aortic a 
mitral valves. 


margin. An electrocardiogram revealed auricular fibrilla- 
tion and evidence of left ventricular hypertrophy. 

Aspirin and digitoxin were withheld, but sedatives were 
given because of severe, prolonged hiccups, which finally 
subsided on September 17. Meanwhile the temperature 
fluctuated between 100 and 102°F. by rectum, and the 
sedimentation rate varied from 0.8 to 1.0 mm. per minute. 
Tenderness and swelling of several joints also developed 
during the first 6 hospital days. 

On September 18 ACTH therapy was begun, the total 
daily dosage being 60 mg. on that day and on September 19 
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e blood pressure was 124/0. The liver , E 
edge was tender and extended 6 cm. below the right costal’ 
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and 20, 40 mg. from September 21 to October 5 and 30 mg. on 
October 6. Fever and joint pains disappeared within 24 oo 
and all objective evidence of joint involvement subsid 
within 3 days. Subjectively, the patient noted a return of a 
sense of or and of appetite. However, auricular 
fibrillation persisted, and without digitoxin the apical rate 
rose to between 120 and 140 beats per minute. The liver re- 
mained enlarged and became tender, and slight sacral edema 
and orthopnea developed. Accordingly, the patient was re- 
digitalized on September 30, receiving a maintenance ration 
of digitoxin since that date. Under this therapy the slight 
edema and the orthopnea disappeared, the liver edge ed, 
and the apical rate slowed to about 100. 

e sedimentation rate reached a level of 0.26 mm. per 
minute on September 26, subsequently remaining normal. 
Thirty-six days after initiation of A therapy, and while 
receiving 30 mg. daily, the patient felt entirely well and had 
an enormous appetite. There was no evidence of congestive 
failure, no fever, no arthralgia and no elevation of the sedi- 
mentation rate. Auricular fibrillation persisted. 


(To be concluded) 
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ACUTE GASEOUS CHOLECYSTITIS 
Joun F. Gowpey, M.D.,* ann N. Newer M.D.t 


PITTSFIELD, MASSACHUSETTS 


HE preoperative diagnosis of gaseous chole- 
cystitis has been comparatively rare, and in 
the absence of surgical or post-mortem examination, 
its detection is only possible by roentgenographic 
examination of the gall-bladder region. There is no 
way to distinguish gaseous or emphysematous 
cholecystitis from other cases of cholecystitis with- 
out such a procedure. 

Kirchmayr' first drew attention to this interest- 
ing entity in 1925, describing the operative finding 
of a gangrenous gall bladder, distended with gas 
and pus, the walls of which showed emphysematous 
blebs. Hegner,? in 1931, reported a case of gaseous 
pericholecystitis with cholecystitis and cholelithia- 
sis, diagnosed radiographically, evidently the first 
preoperatively diagnosed and recorded in the 
American literature. Simon,* Schmidt,‘ Stevenson® 
and Del Campo and Otero® have also recorded pre- 
operative findings of a gas-forming infection of the 
gall bladder. Heifetz and Senturia,’ in 1948, in a 
review of the literature, could find but 8 “‘bona- 


*Roentgenologist, Pittsfield General Hospital. 
tAttending surgeon, Pittsfield General Hospital. 


fide” cases, adding 2 of their own. Culver and 
Kline,* also in 1948, recorded radiographically a 
“gas filled gall bladder with diffusion of gas into 
the planes of the gall bladder wall.”” The term 
emphysematous cholecystitis has been used by 
Stevenson® and Schmidt‘ to denote gas production 
in both the gall-bladder lumen and in its walls; 
Heifetz and Senturia’? designated their 2 cases as 
pn holecystitis, noting that gas in the wall 
is not essential to the diagnosis of a gas-forming 
infection of the gall bladder and is not invariably 
present. 


Case Report 


R. E. S., a 57-year-old lathe operator, entered the hos- 
pital at 5 a.m., 444 hours after the sudden onset of severe, 
steady, griping epigastric pain, beginning shortly after eat- 
ing several peanut-butter sandwiches; there was attendant 
nausea and repeated vomiting of bitter, dark fluid. For 5 
years preceding this acute episode, he had noticed indi 
tion, — and gaseous eructations following ingestion 
of beer and fried and greasy foods. Four years previously, 
he had been hospitalized, and a gastrointestinal series was 
said to have shown hypertrophic gastritis. No gall-bladder 
investigation was carried out at that time. He had never 
been jaundiced, and his stools had always been normal. 


Except for a fairly heavy alcoholic intake, the past history 
was noncontributory. ; 

Physical examination revealed a somewhat obese man in 
acute distress complaining of severe epigastric pain. 
upper abdomen appeared distended, with marked tender- 
ness, spasm and rigidity of the upper right rectus mus 
No masses were — Rectal examination was negative, 
the feces obtained being dark brown. 

The temperature was 100.5°F., rising on the next day to 
a The pulse was normal, and the blood pressure 


mination of the blood showed a red-cell count of 
5,700,000, with a hemoglobin of 107 per cent, and a white- 


Ficure 1. Gall Bladder Distended with Gas (Priodax Retained 
in the Stomach). 


cell count of 23,000, with 85 per cent neutrophils. Urinalysis 
demonstrated a trace of albumin and a specific gravity of 
1.012, with an occasional hyaline and granular cast in the 
sediment. The clinical diagnosis was acute cholecystitis. 

Films of the abdomen on admission, including a spot film 
of the gall-bladder region, showed no radiopaque calculi 
and no gas visible in the biliary ducts or gall bladder. There 
were a few loops of gas-filled small bowel scattered through 
the abdomen, none of which appeared abnormally dilated. 
A chest film demonstrated a few atelectatic streaks in the 
left-lung base; there was no free air or gas beneath either 
dome of the diaphragm. 

On the 2nd hospital day, a cholecystographic examination 
showed retention of Priodax in the stomach and a pear- 
shaped, smoothly outlined collection of gas in the right upper 

uadrant of the abdomen, conforming to the shape and posi- 

n of the gall bladder (Fig. 1). No calculi could be identified 
within the gas shadow; medially, there appeared to be gas 

the descending duodenum. film taken in the upright 
position showed a fluid level in this right-upper-quadrant 
shadow and another in the hepatic flexure of the colon 
Fig. 2). A barium swallow revealed no evident abnormality 
of the esophagus or stomach and confirmed the position of 
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the pear-sha collection of gas outside the stomach and 
duodenum (Fig. 3 and 4). Only a small amount of barium 
mixed with Priodax was ever seen to leave the stomach, evi- 
dently because of pylorospasm; the duodenal cap segues 
normal at fluoroscopy, but the proximal! portion of the de- 
scending duodenum seemed to displaced somewhat 
medially. No barium was seen to enter the biliary tract, 
and no gas could be identified as being in the gall-bladder 
wall or pericholecystic tissues. 

The patient was given intravenous injections of fluid 
morphine sulfate for pain and procaine penicillin, 300, 
units daily. During the next 3 oa there was little relief of 

in although the vomiting ceased. The temperature ranged 
rom 99 to 101.6°F.; on the 4th hospital day the whi 
count was 15,600, with 90 per cent neutrophils. 

On the 5th hospital day, under Sodium Pentothal com- 
bined with nitrous oxide, oxygen and ether and curare an- 
esthesia, laparotomy was performed. There was no free gas 
or fluid in the abdomen, but there were —! fresh adhesions 
between the gall bladder and liver edge. There was no evi- 
dence of pericholecystic gas, emphysema of the gall-bladder 
wall or internal biliary fistula. e gall bladder itself was 
tense, distended and acutely inflamed, with large areas of 


Ficure 2. Film Taken in the Upright Position, Showing the 
Fluid Level in the Gall Bladder; a Similar Level is Seen in 
the Hepatic Flexure of the Colon. 


gangrene in its wall. After the insertion of a trochar, there 
was a sudden gush of gas, followed by collapse of the organ; 
this gas had no distinctive odor. A small amount of thick, 
dark bile, with particles of calcareous material, was angleaten 
a 2-cm., encrusted calculus was found impacted at the gall 
bladder neck. This was removed by curettement, and as 
much of the gall bladder as could be removed was cut away. 
Palpation of the common duct revealed no stones. The a 
domen was closed in layers, with a dressed drainage tube 
sutured into the small remaining portion of the gall bladder, 
and a Penrose drain inserted to the gall-bladder fossa. 

Postoperative convalescence was uneventful, the tempera- 
ture returning to normal on the Ist postoperative day. 


Ca 
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patient was out of bed on the 2nd day, and Degg oe was 
discontinued on the 10th day. The gall-bladder drainage 
tube came away on the Sth day, and the Penrose drain was 
removed on the 6th day. There was only a small amount of 
bile a from the wound at discharge on the 14th post- 
operative day. For several weeks, however, seropurulent 
yy recurred in decreasing amourts at intervals of 3 to 
ays 
ne examination of the portion of the , wd bladder 
showed almost complete necrosis, with dense poly- 


morphonuclear infiltration. Cultures of the gall-bladder w wall 


RES Scenain 


tive gas-forming bacilli, not specifica enti a 
poet numbers of a gram-negative bacillus. 


Discussion 


Gas in the biliary tree can be assumed to be due 
to an abnormal communication between the diges- 
tive system and bile ducts or gall bladder, gas- 
producing organisms in the biliary system or the 
reflux of duodenal gas through the ampulla of Vater 
into the common duct. Gray and his associates® 
have shown that division of the sphincter of 
Oddi in dogs will permit regurgitation of duodenal 
contents into the biliary tree, and suggest that such 
a reflux may occur with relaxation of this sphincter. 
Waggoner and LeMone!® reported 2 cases of incom- 
petent sphincter of Oddi; in each, cholecystectomy 
had previously been done. Such incompetence is 
regarded as being due to disease in the region of 
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the duodenal papilla, usually inflammatory. In the 
case reported above, such a situation was precluded 
by the impacted calculus at the neck of the gall 
bladder. An abnormal communication between the 
biliary and digestive tracts is usually the result of 
perforation of a gallstone into the bowel or stomach 
or occasionally of an ulcer into the common duct 
or gall bladder. Cases of gallstone perforation fre- 


um Outlined by Mixed Barium and Priodax, Showing Its 
to the Gas-Filled Gall Bladder. 


quently show gas in the biliary ducts and less often 
in the gall bladder, which is usually contracted and 
not sharply outlined. 

The path of infection by gas-forming bacteria is 
largely speculative. Gas-producing organisms ap- 
parently exist in the bile and gall-bladder wall as 
harmless saprophytes but under certain conditions, 
discussed below, become pathogenic, producing a 
gas infection. The possibility of entrance of gas- 
forming organisms from the bowel — by direct ex- 
tension, via the lymphatics or along the common 
duct — is also to be considered. Hegner? mentions 
direct extension from the liver, thrombophlebitis 
of the portal vein or its radicles and a descending 
bile-stream infection from the hepatic ducts as other 
possible pathways of infection of the gall bladder. 

Three factors are involved in the pathogenesis of 
acute cholecystitis. The first and foremost is ob- 
struction of the cystic duct, permanent or temporary, 


4 


usually due to a calculus and occasionally the re- 
sult of inspissated bile or mucus, angulation or 
kinks of the duct, anomalous blood vessels, ad- 
hesions, periduodenitis, enlarged lymph nodes or 
tumor. The second factor is the local chemical 
effect of the entrapped bile as a result of its greater 
concentration or chemical alteration of its com- 
ponents. Gallstones may produce physical trauma 
to the gall-bladder wall, and ischemia due to cystic- 
artery obstruction at the neck of the organ may 
also be of importance. Bacterial invasion super- 
imposed on injured, devitalized tissue is the last 
step. The organisms increase in number and viru- 
lence, and with the gas-forming bacteria, gas is 
produced in the gall-bladder lumen and its wall, 
finally extending into the pericholecystic tissues. 

The bacteriology of gaseous cholecystitis is not 
enlightening and specific organisms were not iden- 
tified in our case. According to Rehfuss and Nelson" 
Escherichia coli and Clostridium perfringens are 
the most frequently encountered gas-forming bac- 
teria in the gall bladder. In the cases reviewed by 
Heifetz and Senturia’ the recorded bacteriologic 
findings included nonspore-forming and atypical 
Cl. perfringens, anaerobic spores on direct smear, 
aerobic and anaerobic streptococci, Streptococcus 
faecalis, organisms of paracolon and _ bacteroides 
group and Ci. filiforme. 

The radiographic findings are distinctive and 
characteristic. A sharply outlined gas shadow is 
seen in the right upper quadrant of the abdomen 
conforming to the size, shape and position of the 
gall bladder, frequently typically “pear shaped.” If 
invasion of the gall-bladder wall has occurred, gas 
may be seen in the planes of the wall and in the 
surrounding tissues. In some cases positive shadows 
of calculi may be seen within the gas-outlined 
lumen. No gas is seen in the biliary ducts, since 
there is customarily obstruction of the cystic duct; 
a film taken in the upright position will show a 
fluid level in the gall bladder, a point of differential 
diagnosis with internal biliary fistula, as noted by 
McCorkle and Fong.” It is interesting that in the 
case presented above no abnormal shadows were 
visualized on admission, but a clearly outlined gas- 
filled gall bladder was evident eighteen hours later. 

In questionable or obscure cases barium-enema 
and upper gastrointestinal series will be of value 
in ruling out cholecystoenteric or choledochoenteric 
fistula, as shown by Waggoner and LeMone.'® A 
duodenal cap distended with gas may simulate a 
gas-filled gall bladder. We have seen 1 such case, 
in a patient with small-bowel obstruction, in which 
the possibility of gallstone ileus and internal biliary 
fistula was considered; Miller-Abbott intubation 
defined the right-upper-quadrant gas shadow as the 
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duodenal cap, and a barium enema revealed an 
annular carcinoma of the colon. 

It is not the intent of this paper to enter the dis- 
cussion of the management of acute cholecystitis. 
A review of the literature reveals proponents both 
for the conservative treatment of gaseous chole- 
cystitis, utilizing penicillin, sulfonamides, polyv- 
alent gas antiserum and x-ray therapy, and for 
surgical intervention. Surgical intervention ap- 
pears the method of choice, particularly if the gas 
is confined to the lumen and has not yet extended 
to the surrounding tissues; it seems likely that in- 
creasing tension produced by gas within the lumen 
would increase the possibility of gangrene and per- 
foration, with resultant pericholecystic abscess and 
peritonitis. 

SUMMARY 


Acute gaseous cholecystitis is an uncommon pre- 
operative finding. 

Routine scout films of the abdomen and spot 
films of the gall-bladder region will aid in the dif- 
ferentiation of this condition from the ordinary 
cases of acute cholecystitis. 

The roentgenologic findings are the shadow of a 
sharply outlined, gas-filled gall bladder containing 
a fluid level in the upright position, absence of air 
in the biliary ducts and frequently gas in the gall- 
bladder wall or pericholecystic tissues. Calculi may 
be visible in the gas-outlined gall bladder. 

The opinion is expressed that early operation is 
the treatment of choice for acute gaseous cholecys- 
titis. 

Since this paper was submitted for publication, 4 addi- 
tional cases emphysematous cholecystitis have been 
collected from the literature of the past twenty-one years.” 
741 North Street 
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ORCHITIS IN CHICKEN POX — WESSELHOEFT AND PEARSON 


ORCHITIS IN THE COURSE OF SEVERE CHICKEN POX WITH PNEUMONITIS, 
FOLLOWED BY TESTICULAR ATROPHY* 


Conrap Wessetnoert, M.D.,t anv C. M. Pearson, M.D.} 


BOSTON 


HICKEN pox usually runs a simple and un- 

eventful course. Although the virus apparently 
is widely diffused through the body, injury to the 
remote organs is rare. Nevertheless, this virus 
disease is capable of producing formidable mani- 
festations not only in the skin but also in other 
parts of the body, giving rise to a miliary type of 
pneumonia, several forms encephalitis and 
nephritis. In a search through the literature we 
have found only 1 case of orchitis and epididymitis 
in the course of chicken pox.' In the following case 
a unilateral orchitis and epididymitis occurred in 
conjunction with miliary pneumonia; partial atrophy 
of the testicle followed — a condition that is here 
reported for the first time. 


Case REPoRT 


A 46-year-old salesman was admitted to the Haynes 
Memorial of the Massachusetts Memorial Hospita!s on 


December 11, 1948, with a diagnosis of chicken pox. The 
patient had never had any of the common childhood diseases 
except scarlet fever. The a eruption had first ap- 


peared 4 days prior to admission. Seventeen days before the 
onset he had been ex to the disease by his own children. 

Physical examination showed a very extensive and very 
typical eruption on the face, body, extremities and in the 
axillas with a few characteristic superficial vesicles on the 

Ims and soles. The lesions were pleomorphic, presenting 

th the vesicular and scab forms. the corona or erythema- 
tous base of each lesion presented a dusky, cyanotic hue, 
as did the lips and fingernails. There were broken vesicles 
on the soft palate and a multilocular vesicle on one tonsil. 
The reason for hospitalization was extreme respiratory 
distress with cyanosis of 18 hours’ duration. The respitation 
varied between 30 and 40 per minute and was interrupted by 
periods of incessant coughing. Fine, crepitant rales were 
present throughout the chest. The heart rate varied with 
the respiratory distress between 128 and 100 per minute. The 
patient complained of nausea but did not vomit, was ex- 
tremely restless and apprehensive and at times was dis- 
oriented. Immediately after admission he was placed in an 
oxygen tent. He was also given 40,000 units of penicillin 
every 3 hours and 250 mg. of streptomycin every 6 hours. 
Demerol and paraldehyde were used for the extreme rest- 

ness. 

The urine was amber in color, with a pH of 5.0 and specific 
gravity of 1.028, and gave negative tests for albumin, sugar 
and bile and a +++ test for ketones; the sediment con- 

many white cells, no red cells and many granular 


casts. 

Examination of the blood revealed a hemoglobin of 16 

gm. a of we cent neu- 

ils an r cent lym tes. e sedimentation 
was 3 mm. 1 hour. blood Hinton reaction was 
negative. A test for cold agglutinins was negative on De- 
cember 24. 

A throat smear disclosed many gram-positive and gram- 
negative bacilli and cocci. A throat culture grew alpha- 
hemolytic streptococci (++++) and Staphylococcus 
(+ +}. with the same organisms in the sputum. 

A culture was negative in 8 days. 


*From the Haynes Memorial, Massachusetts Memorial Hospitals. 
tClinical professor of infectious diseases, Harvard School of Public 


tFormerly, intern, Massachusetts Memorial Hospitals. 


Subsequently, urinalyses showed a few transient red cells 
in the sediment, and examinations of the demonetrated 
a — the white-cell count to 14,800 with 82 per cent neu- 
trophils. 

-ray films of the chest reveal-d a characteristic extensive 
miliary ge armen of the viral type throughout both lung 
fields. An electrocardiogram taken on the 10th day was 
within norma! limits. 

During the first 5 days in the hospital the respiratory 
symptoms showed a slow fesprecsies improvement. The 
temperature varied between 100 and 102°F. By the Sth day 
all signs of mental confusion had disappeared, and the 
tient was taking fluids well. The skin lesions, as one fre- 
quently observes in severe forms of the disease, showed 
marked variation in development, some shifting rapidly into 
scabs and others remaining in the vesicular state for a few 
days and their contents changing from clear fluid to a milky 
consistence. These variations were stil! ry 5 days after 
admission and 9 days after the onset of the illness. 

On that day (December 16) the patient first complained 
of By in the right testicle, which was found to be swol 
and tender, with enlargement of the epididymis. The tem- 
nage rose to 102°F., without a chill or chilliness. Judgi 

rom our experience with mumps, we should have classifi 
this case as a mild or moderate orchitis, for the testicle never 

ame hard, was only a little more than double its original 
size and at no time was seriously painful. A rectal examina- 
tion revealed a normal prostate. At the end of 1 week 
testicle and epididymis had returned to normal. 

Except for a severe diarrhea with bloody stools on De 
cember 18 and a dermatitis medicamentosa on December 20, 

ere was continuous and steady improvement. The patient 
was discharged on December 26 after 5 days of normal 
temperature. 

e returned to the hospital on January 10, 1949, for 
follow-up oe A few subcrepitant rales were stil! present 
on deep breathing, and an x-ray film showed marked clear- 
ing but the miliary process was still in evidence. The tes- 
ticles were normal. He had gained back much of his strength 
and — and was no longer coughing. A final] return visit 
was made on June 27, 64% months after the onset of the 
illness. In the interim he had remained well. He had worked 
steadily at his job as a salesman. Physical examination at 
this time was entirely negative except for the right testicle, 
which was found to be a third mene oly of a softer textu 
more irregular and somewhat less ‘sensitive than the norma 
left testicle. The right epididymis was normal. An x-ray 
examination of the chest and blood studies were entirely 
negative. 


Discussion 

The occurrence of orchitis and epididymitis during 
the course of chicken pox is very rare. We have 
found only 1 reported case of such an occurrence.! 
This case was bilateral, in a twenty-year-old boy. 
Here the pain and swelling of the testicle and the 
right epididymis appeared almost simultaneously 
early in the course of a mild attack of chicken pox 
and lasted until the twentieth day, when the in- 
flammation subsided without apparent sequelae, 
but no long-term follow-up examination was car- 
ried out. 

The finding of a definite degree of testicular 
atrophy six months after the acute orchitis in the 
case reported above is unique and significant. 
This indicates actual destruction of the parenchyma 
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of the testis, with subsequent connective-tissue 
replacement. In the course of mumps, orchitis rarely 
occurs before puberty, but after that age the aver- 
age incidence is 18 per cent, and, when the in- 
flammation is severe, atrophy usually follows. In 
a recent series of patients treated with stilbestrol 
the incidence was only 4 per cent.?:? The great 
rarity of orchitis in chicken pox makes this treat- 
ment unnecessary as a prophylactic, and in this 
case the symptoms were of a mild nature. Testic- 
ular atrophy has been reported after orchitis in 
smallpox,‘ but to our knowledge this is the first 
report of atrophy after orchitis in chicken pox. 

Rivers and Tillett’ attempted to demonstrate the 
virus from the blood of patients with chicken pox 
through injection into the testicles of rabbits. They 
did manage to produce inclusion bodies, but later 
they found they were dealing with another virus. 
On further attempts, Rivers,* using the tissue from 
human varicella lesions, was again able to produce 
nuclear inclusion bodies, this time by injection 
into the testicles of monkeys. 

Wide dissemination of lesions through the viscera 
is reported by Johnson’ in a seven-month-old hy- 
drocephalic infant who died on the third day of an 
attack of chicken pox. Areas of focal degeneration 
similar to the skin lesions were found in the esoph- 
agus, pancreas, liver, renal pelves, urinary bladder 
and adrenal glands. In a case of chicken pox occur- 
ring five days after birth, with death on the sixth 
day of the disease, in a premature infant of seven 
months whose mother had just had the disease, 
Oppenheimer® found the same small, whitish areas 
of necrosis throughout the gastrointestinal tract, 
liver, pancreas, spleen, lungs, kidneys and adrenal 
glands. Microscopical examination of the speci- 
mens showed inclusion bodies generally present. 

The subject of the effects of chicken pox on the 
nervous system has been reviewed by Underwood,’ 
under the following headings: prodromal convul- 
sions, me encephalitis, cerebellar forms of 
encephalitis, ‘myelitis, neuritis and polyneuritis, 
ocular manifestations and other conditions. All 
of these are very rare. 

The pneumonitis in the case reported above was 
in all probability caused by the varicella virus, 
since the x-ray appearance was characteristic of a 
viral pneumonia, and no response was noted to 
adequate dosages of penicillin and streptomycin. 
The negative blood cultures favor the viral etiology. 
Furthermore, pneumonitis in the course of severe 
chicken pox in the adult is well known, and we have 
seen it in 1 fairly mild case. Bullowa and Wishik'® 
found 21 cases of pneumonia in 2534 (0.8 per cent) 
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hospital cases of chicken pox with 8 deaths. Rausch, 
Grable and Musser" cited a case with recovery, 
and Waring, Neubuerger and Geever'? reported 
2 cases, one of which was fatal. Grayson and 
Bradley" recently reviewed the subject, reporting 
a case of their own with recovery. 

Aureomycin was not available at the time, nor 
has its value in chicken pox been determined, 
although interesting results with its topical ap- 
plication in 10 cases have recently been recorded.” 


SUMMARY 


A case of severe chicken pox in an adult with a 
severe virus type of pneumonia, unilateral orchitis 
and epididymitis,with subsequent testicular atrophy, 
is reported. Only 1 other case of orchitis during 
the course of chicken pox has been found in the 
literature. 

The visceral and neurologic manifestations of 
chicken pox are mentioned, and the incidence and 
character of pneumonitis in the disease are reviewed. 

As was to be expected, the administration of 
penicillin and streptomycin in this case was in- 
effective against the virus of chicken pox. These 
antibiotic agents were given to prevent secondary 
bacterial invasion of the pneumonic process. Aureo- 
mycin was unavailable at this time. Its value in 
severe chicken pox is yet to be determined. 
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USE OF PENTOTHAL SODIUM IN THE PREVENTION OF MUSCULOSKELETAL 
INJURIES DURING ELECTROCONVULSIVE THERAPY * 


SamueE- M. Tarnower, M.D.,f ann Ropert W. Giapstone, M.D.t 


PITTSFIELD, MASSACHUSETTS 


VARIETY of musculoskeletal injuries are 

known to occur as a complication of elec- 
troconvulsive therapy. Such injuries vary from 
muscular strains to fractures of long and flat bones. 
Lingley and Robbins! studied a group of 230 pa- 
tients who had received no premedication at the 
time of treatment. Their studies, which included 
x-ray films before and after treatment, revealed 
that 23 per cent of the patients sustained fractures 
of one or more bones. Such statistical reports 
usually appear more serious than need be, since 
the most common bony injury is a compression 
fracture of the body of one of the middorsal ver- 
tebras. Spinal injuries of this type are usually not 
serious. However, any type of skeletal injury is 
a most unfortunate complication since it often 
necessitates discontinuance of treatment. 

Since the early use of electroconvulsive therapy 
there have been numerous attempts to find some 
practical means of preventing musculoskeletal 
injuries. The first effort in this direction was the 
use of restraints, manual and mechanical, to pre- 
vent extreme flexion of the spine or excessive move- 
ments of the extremities during the convulsion. 
Variations of such technics are still widely used 
although they have only in small part solved the 
problem. Another approach to the prevention of 
musculoskeletal injuries has been through the use 
of drugs. In this group curare is probably best 
known. When properly employed, curare is ex- 
tremely effective in preventing musculoskeletal 
injuries. Unfortunately, the use of this drug is not 
without danger. Serious complications have fol- 
lowed curare, according to some observers.?:? It 
appears that occasional accidents and a narrow 
margin of safety have limited the more widespread 
use of this drug. Barbiturates have also been em- 
ployed in an attempt to prevent musculoskeletal 
injuries. The simplest form of this method has been 
the oral administration of Nembutal, 0.09 gm. 
(14% gr.), half an hour to one hour before treatment. 
Impastato et al.,‘ after intravenous injections of 
Sodium Amytal, concluded that the electrically 
induced convulsion was modified into a milder re- 
action, which prevented bony injuries. Gysin and 
Witham! recently reported on intravenous adminis- 
tration of Seconal Sodium in electroconvulsive 
therapy. They believe that Seconal is of definite 


a the Pittsfield General Hospital (formerly, House of Mercy Hos- 


Ne rologist and psychiatrist, Pittsfield General Hospital; associat 
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value in preventing bony injuries. However, they 
state that of 103 patients who were given Seconal 
Sodium before electroconvulsive therapy, 8.7 per 
cent had some type of “post-shock fracture.” The 
use of Pentothal Sodium in combination with this 
therapy was first reported by Rubinstein® in 1945. 
He pointed out that the value of the drug was in 
allaying apprehension and eliminating the post- 
convulsive excitement. Brody’ used Pentothal 
Sodium in combination with curare. We know of 
no report on the use of Pentothal Sodium for the 
prevention of musculoskeletal injuries. We are 
reporting our experiences in the use of the drug 
at light levels of anesthesia, which appear to pre- 
vent musculoskeletal injuries in electroconvulsive 
therapy. 

At the Pittsfield General Hospital we started the 
routine use of Pentothal Sodium with electroshock 
in January, 1948. We introduced the drug in an 
attempt to overcome the apprehension that at- 
tended convulsive therapy by the use of a unidirec- 
tional apparatus (brief stimulus) with a slow initial 
rise. In August, 1948, we discontinued the uni- 
directional current and subsequently employed 
only conventional electroconvulsive therapy. By 
that time we had come to recognize certain impor- 
tant advantages in the routine administration of 
Pentothal Sodium and therefore continued to use 
this drug routinely even though apprehension was 
known to be less of a problem in the latter form 
of treatment. We realize that in some respects our 
patients may not be typical of those who receive 
electroshock in a psychiatric hospital. Psychiatric 
patients in our hospital represent a screened group 
since it is necessary for them to be able to co-operate 
in a general hospital without locked facilities. A 
more detailed account of our physical facilities and 
principles of selection has been previously reported 
by one of us.° 


TECHNIC 


In general the usual procedures of electroshock 
therapy are carried out. We use no premedication 
in association with Pentothal Sodium. The pa- 
tient is placed on a treatment table, but the mouth 
gag is not inserted. A freshly prepared 2.5 per cent 
solution of Pentothal Sodium in distilled water 
(0.5 gm. in 20 cc.) is injected into the antecubital 
vein. The injection is given at the approximate 
rate of 0.35 gm. per minute. The first 5 to 7 cc. is 
injected more rapidly than the average rate, whereas 
the remainder is injected somewhat slower. In- 
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jection of the solution is continued just to the point 
where the jaw muscles relax, which we consider 
to be the most constant and reliable indication of 
an adequate level of anesthesia. With experience 
this point can be attained before deep levels of 
anesthesia are produced. Concomitantly, the corneal 
reflexes are diminished or may be absent. With 
relaxation of the jaw muscles a mouth gaz can be 
inserted in proper position, electrodes applied, and 
the treatment administered. A full, unobstructed 
airway is assured prior to the therapy. It should be 
realized that elderly patients require a smaller 
dose than average, and this smaller amount should 
be injected more slowly than the average rate. 
In general, the convulsive threshold is increased 
by Pentothal Sodium. However, apnea and cyanosis 
are decreased. 

Full recovery from electroconvulsive therapy is 
usually prolonged when Pentothal Sodium is used. 


Tasie 1. Age Groups of Patients Receiving Pentothal Sodium 
with Electroconoulsive Therapy. 


No. or 
PaTiENnTs 


Ace 


However, corneal and swallowing reflexes return in 
five to ten minutes, and reactions to painful stimuli 
are present within ten to fifteen minutes. Return 
to full consciousness takes place in fifteen to forty 
minutes. During the period of impaired conscious- 
ness it is necessary that patients be placed in the 
proper position. Immediately after the convulsion 
we place the patient in the lateral position sup- 
ported anteriorly by a pillow, with the knees flexed 
and thighs flexed on the abdomen, the head ex- 
tended and no pillow under the head. In such a 
position an adequate, unobstructed airway is main- 
tained, and there is no danger of aspiration of 
mucus or other foreign material. Even after con- 
sciousness has returned, Pentothal Sodium may 
continue to make the patient unsteady. In 
the treatment of outpatients, forty-five to ninety 
minutes may be required before the patient is 
allowed to leave the hospital with an escort. 

Our first attempts in the use of Pentothal Sodium 
were carried out by the Anesthesiology Department. 
However, the technic was soon standardized, and 
subsequently the psychiatrist has given all Pento- 
thal Sodium anesthesias for electroconvulsive ther- 
apy. We are prepared for all emergencies but have 
rarely found it necessary to use special equipment 
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or medication. Although Pentothal Sodium is known 
to cause laryngospasm, this complication has rarely 
occurred in our experience. In the cases in which 
laryngospasm has been encountered, it has been 
mild and has been adequately overcome by intra- 
muscular administration of atropine sulfate. Re- 
suscitating equipment in the form of positive and 
negative pressure is available, but its use has not 
been necessary. An emergency tray includes pressor 
drugs, caffeine and Coramine. 


REsULTs 


During the period from January, 1948, through 
November, 1949, 126 patients received Pentothal 
Sodium prior to electroconvulsive therapy. This 
group of patients received 1004 electroconvulsive 
treatments; 374 treatments were given to inpatients 
and 630 to outpatients. Of the total of 1004 treat- 
ments, 284 were given by a unidirectional apparatus 
with a slow initial rise (brief stimulus) and 720 were 
given with a conventional apparatus. The average 
dose of Pentothal Sodium was 0.3 gm.; the largest 
was 0.5, and the smallest 0.12 gm. The average rate 
of injection was 0.35 gm. per minute. 

The ages of the patients in this series are presented 
in Table 1. 

We are able to report that not a single patient 
who received Pentothal Sodium previous to the 
administration of electroconvulsive therapy com- 
plained of mid-dorsal back pain. It was some time 
before we recognized this beneficial effect of Pento- 
thal Sodium, since we had not introduced the drug 
with this purpose in mind. Our studies did not 
include x-ray examinations. However, we consider 
that the absence of pain in the mid-dorsal region 
or in the chest is presumptive evidence of the 
absence of any spinal injury. In our experience, 
before the period in which we had used Pentothal 
Sodium, mid-dorsal back pain occasionally made 
discontinuance of the shock therapy necessary, even 
though x-ray films were normal. Not only has the 
occurrence of such pain been eliminated by the use 
of Pentothal Sodium but also there has been an 
almost complete absence of complaints referable 
to the musculoskeletal system. Patients who have 
received Pentothal Sodium almost never complain 
of pain in the muscles of the neck or of the ex- 
tremities. 

There has been one significant exception to the 
fortunate experiences stated above. A _ seventy- 
three-year-old man received electroconvulsive ther- 
apy by unidirectional current. He was given Pen- 
tothal Sodium in the usual manner. In spite of it 
pain developed at the left wrist, and a small mass 
appeared over one of the tendons in that region. 
Subsequently, pain occurred in the region of the 
left upper extremity and left shoulder. Later, some 
atrophy of the muscles of the left upper extremity 
was _ X-ray films of the left shoulder were 
normal. 
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The following brief summaries of several cases 
that have been of special interest tend to corroborate 
our conclusions regarding the value of Pentothal 


Sodium: 


A 25-year-old woman had received seven electroconvulsive 
treatments during 1 he complained of mid-dorsal 
back pain radiating into the chest, and treatment had to be 
discontinued. In 1949 depressive symptoms again developed, 
and eight electroconvulsive treatments were administered 
this time with Pentothal Sodium. She did not complain 
mid back pain or of pain referable to any part of the 
musculoskeletal system. 


A 19-year-old girl in a schizophrenic excitement received 
ten electroconvulsive treatments as an outpatient with the 
use of a conventional apparatus and Pentothal Sodium. It 
became too difficult to manage her at home, and after her 
tenth treatment, the patient was admitted to a hospital with 
locked facilities. There she received further electroconvulsive 
treatment without Pentothal Sodium. Severe mid-dorsal 
back pain developed, and a body cast had to be applied for 


A 2l-year-old depressed woman was treated with elec- 
troconvulsive therapy by the use of a conventional ap- 
paratus. She received the treatment during the period in 
which we used Pentothal routinely. However, her veins 
were small and difficult to enter, and it was decided to treat 
her without Pentothal Sodium. After the fifth treatment 
she complained of mid-dorsal pain radiating into the chest. A 
sixth treatment was given and was followed by aggravation 
of the pain. Treatment was discontinued on account of pain. 


Discussion 


We believe that our experiences with Pentothal 
Sodium in conjunction with electroconvulsive ther- 
apy have brought about a desirable improvement 
in the general atmosphere of our program. It is 
reflected in the confidence of the psychiatrist, who 
can be reasonably certain that Pentothal Sodium 
modifies electroconvulsive therapy in such a manner 
as to make the dangers of musculoskeletal injuries 
negligible. Of equal importance is the reflection 
of the same confidence in the nurses and the at- 
tendants who take part in the treatment program. 

A physiologic explanation of the prevention of 
musculoskeletal injuries by the use of Pentothal 
Sodium appears to be related to the level of anes- 
thesia attained by the drug. At this level there is 
a profound, generalized muscular relaxation at the 
time when the electrically induced convulsion takes 
place. Pentotal Sodium is an extremely short-acting 
barbiturate and attains this level of anesthesia 
without any apparent embarrassment of respira- 
tion, when given in optimum doses. Postconvulsive 
apnea is shortened, and cyanosis is diminished. 
Sodium Amytal and other barbiturates cannot at- 
tain the same levels of anesthesia without respiratory 
depression. The level attained by Pentothal Sodium 
appears to be most important in preventing musculo- 
skeletal injuries. This beneficial effect takes place 
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even though there is no apparent alteration in the 
gross appearance of the convulsion. en the 
treatment is administered without Pentothal Sodium 
the patient is often tense and apprehensive. Under 
such conditions muscles may be flexed in positions 
that are antagonistic to the muscular contractions 
involved in the electrically induced convulsion. 
It is likely that such contractions account for the 
occurrence of musculoskeletal injuries. 

When we started to use Pentothal Sodium we had 
some apprehension regarding possible dangers. 
Such an unhappy course not infrequently follows 
the introduction of a new drug into a treatment 
program. However, we now consider Pentothal 
Sodium a most reliable adjunct to electroconvulsive 
therapy. It is true that we have used this regimen in 
a special setting, where the greatest number of 
patients treated in any one day has been 7. The 
extra time necessary to administer Pentothal Sodium 
may be a practical disadvantage when larger num- 
bers of patients are treated. The prolonged recovery 
time may also be considered a disadvantage. To 
compensate for such drawbacks there are the 
advantages of allaying of apprehension, elimination 
of postconvulsive excitement and prevention of 
musculoskeletal injuries. 


SUMMARY 


Experiences in the treatment of 126 patients with 
a total of 1004 electroconvulsive treatments with 
Pentothal Sodium reveal that not a single patient 
complained of mid-dorsal back pain and that there 
was only 1 case of a significant complication of 
the musculoskeletal system. 

Pentothal Sodium beneficially modifies the elec- 
trically induced convulsion and prevents musculo- 
skeletal injuries. 

Our observations confirm the beneficial effects 
of Pentothal Sodium that have been reported by 
others — namely, allaying of apprehension, and 
elimination of postconvulsive excitement. 
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MEDICAL PROGRESS 


NEUROSURGERY, 1941-1950* 


DonaLp Munro, M.D.t 


HERE has been no estimate of progress in 

neurologic surgery published in the Journal 
since 1941. The intervening period merits more 
than usual interest because during it, great strides 
in the general surgical field have been made. The 
second world war stimulated the restudy of old 
problems and introduced many new ones, and neuro- 
surgery, like all surgical specialties, has profited 
greatly from these advances as well as making 
strides within the limits of its own specialty. The 
interplay between these larger more general and the 
smaller more specialized contributions should not 
be underestimated or overlooked. Such contribu- 
tions as the perfection of blood and plasma trans- 
fusion on a large scale, the better control of in- 
fection by chemotherapy and the antibiotics, the 
more accurate and practical knowledge of the die- 
tetic and fluid needs of all sick patients and the 
better understanding of surgical shock have all 
materially influenced and indeed permitted technical 
progress in neurosurgery that would not otherwise 
have been possible. Omission of these data in this 
review does not indicate any lack of their significance 
but rather lack of space. The nine years covered in 
this paper have produced a wealth of neurosurgical 
literature. The review of all these publications has 
not been physically possible, and the best that I 
could do was to abstract the most significant and 
helpful papers that came within my purview. Many 
equally significant and equally helpful articles have 
doubtless been omitted or not referred to at all. 
This does not mean that they are any the less im- 
portant or that the authors have been ignored 
except by accident. The comments and conclusions 
contained herein should be read with that fact in 
mind. 


HEMOSTATICS 


Undoubtedly, the most significant aid to the 
advancement of neurosurgery in the past nine 
years has been the development and successful ap- 
plication of the human fibrin hemostatics. Atten- 
tion was first directed to the possibility of using 
products prepared from human fibrinogen and hu- 
man thrombin under the name of “fibrin foam” 
by Ingraham and Bailey in January' and again in 
May* 1944. Other papers covering the experimental 

*From the Department of Neurosurgery, Boston City Hospital. 
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and clinical phases followed. This work was made 
possible by the fundamental observations pub- 
lished earlier and simultaneously from the labora- 
tory of Edward J. Cohn, of the Harvard Medical 
School. With this as a stimulus, the development 
of less expensive carriers for the thrombin led to the 
use of an absorbable gelatin sponge (gel-foam), 
which was relatively inexpensive*-* and which could 
be equally well impregnated with human thrombin 


. (heterogenous thrombin proved unsatisfactory). 


Work was also done on carriers made of absorbable 
oxidized cellulose,® the final form of which is now 
available and useful as an adjunct to the fibrin-foam 
type of hemostatic in the form of “‘oxycel.” These 
substances have made possible a technical advance 
in neurosurgery that is comparable only to that 
made by the introduction of electrical coagulation 
as a hemostatic agent. 

Other similar methods that have at most only 
a special application and that have generally 
proved a failure in comparison to the fibrin or gel- 
foam are the carbon-dioxide-snow-electric-cautery 
technic used alone'® for occlusion of large veins 
or in combination with ferric chloride" or liquid 
hydrogen for block freezing of portions of the cortex 
prior to removal.” 

A more direct approach to the control of bleeding 
during cranial operations has been described by 
Gardner,"* whose apparatus has been simplified by 
Hale.“ The method depends for its effect on the 
controlled, purposeful production of arterial hy- 
potension by preoperative arterial bloodletting. 
The hypotension is maintained during operation, 
and the removed blood returned intra-arterially 
at the conclusion. A significant and helpful reduction 
of operative hemorrhage is said to be produced. 


Sprnat-Corp INnyuRIES 


The greatest clinical, as distinct from technical, 
advance in neurosurgery has been in the treatment 
of injuries of the spinal cord and cauda equina. 
The foundation for this was laid prior to the start 
of the war.'*-"8 With the onset of the second world 
war, widening of experience and the application 
on a large scale of such procedures as anterior 
dorsolumbar rhizotomy were made possible by 
the study of large groups of wounded.'*:?° This 
has demonstrated that whereas as recently as 1940 
a patient with a transected thoracic or lumbar cord 
or a major cauda-equina injury was condemned to 
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death within a year from renal or bedsore sepsis 
in 75 per cent of the cases and a wheel-chair exist- 
ence without bowel or bladder control was the 
best that the remainder could expect,” it is now 
possible — only ten years later to assure total 
physical rehabilitation to 76 per cent of all such 
patients if they will co-operate in the necessary 
programs.” This means free ambulation within 
the limits imposed by the necessary wearing of 
leg braces and the use of crutches”; assurance of 
twenty-four-hour control of urination without the 
need for urinals; no urinary-tract sepsis or stones; 
twenty-four-hour control of the bowel without fear 
of unexpected soiling’: *5; no spasms'®: 27; no 
bedsores or, if bedsores have been allowed to develop, 
solid scars, which will not break down with use?**5; 
and either no pain or minimal distress. In only 21 
per cent will the injury itself produce such irrever- 
sible changes as to prevent per se this kind of re- 
habilitation.”-#* With proper motivation such re- 
habilitated patients can now lead a normal social 
and community life,*7:** be free of the need for 
reconstruction of their homes**“ and expect to 
compete successfully with their fellow nonpara- 
lyzed workmen in industry.“ Since these figures 
were compiled from experience with wounded 
veterans, who are the most unfavorable group from 
the point of view of rehabilitation, it is reasonable 
to expect, and my experience has shown, that 
better results will be attained with the injured 
civilians. The immediate mortality after injury, 
especially in the cervical-cord cases, has also been 
lowered. Steps leading to this desired result in- 
clude, among others, temporary emergency splint- 
ing of the neck before moving, by such easily ob- 
tained materials as a folded newspaper or a turkish 
towel; improvement of the respiratory exchange 
by fixation of the chest wall; the prevention of 
abdominal distention by elimination of all food 
or fluids by mouth; the administration of oxygen 
through a nasal tube; adequate traction with the 
help of Crutchfield-type tongs“; the postponement 
of laminectomy until adequate respiratory exchange 
and oxygenation is assured; and the verification of 
all diagnoses of pneumonia by thoracentesis with 
appropriate treatment of any hemopneumothorax 
that may be present and masquerading as a pul- 
monary rather than as a pleural injury or disease. 

The most important problems still awaiting so- 
lution are the rehabilitation of the quadriplegic 
or quadriparetic patient whose triceps muscles are 
paralyzed,** the control of urination and of bowel 
discharges in the face of permanently paralyzed 
external urethral or anal sphincters and the pre- 
vention of osteoporosis with its associated risk 


of fracture of the femur and tibia. Finally, the 
public and the medical profession must be taught 
that patients with these spinal-cord and cauda- 
equina injuries can be rehabilitated if proper treat- 
ment is provided, sufficient attention paid to the 
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details of that therapy and enough hospital beds 
and rehabilitation centers made available by the 
interested communities. 


Rupturep Disks 


During the nine years from 1941 through 1949 
a mass of literature has accumulated about the 
diagnosis, treatment and prognosis of ruptured 
intervertebral disks within the lumbar and the 
cervical parts of the spine. 
Methods of Visualization 

Starting with Lipiodol, various methods of 
visualization have been used to make a diagnosis 
and to locate the lesion. Lipiodol has been discarded, 
however, because of its viscosity. It caused a high 
percentage of technical error. It was succeeded by 
air or oxygen myelography.** Again because of the 
technical difficulties attendant on the use of a 
medium that had at best only a minimal opacity 
to x-ray, other more suitable substances were tried. 
Among them was Thorotrast, which has been aban- 
doned because of the dangers of retained radio- 
active oil, Pantopaque, which is used virtually 
universally at present, 20 per cent Diodrast, which 
had to be abandoned because of a 3 per cent in- 
cidence of cauda equinitis and convulsions’? and 
Iodopyracet,** a water-soluble contrast medium 
that is still sub judice. There is no doubt that a 
water-soluble medium such as Diodrast gives the 
best visualization with the smallest percentage of 
error of diagnosis. It is unfortunate that the oc- 
currence of reactions is so great in the watery and 
the percentage of error so high in the oily solutions. 
The estimate of the percentages of error in the 
diagnostic use of Pantopaque varies,“ but an 
average seems to be in the region of 15 per cent 
either way, with fewer mistakes being made in the 
interpretation of so-called positive myelograms. 
An early objection to the use of an oil medium 
has been removed by the demonstration by Kubik 
and Hampton® and Scott and Furlow® that the oil 
can usually be completely removed without dif- 
ficulty provided it has been properly injected and 
has not been spread outside the spinal subarachnoid 
space. 


Lumbar Disks 


As the result of the report of several large series 
of patients who have been treated for ruptured 
disks,***5 it appears to be generally agreed that 
the commonest site of rupture is the fourth to 
fifth lumbar or the fifth lumbar to first sacral disk, 
that the rupture is usually confined to one disk 
and that efficient conservative therapy should be 
tried for a reasonable period prior to operation. 
If the patient has had no relief at the end of that 
time, the protruded and extruded fragments of 
the nucleus should be removed, any remaining 
retained nuclear material excised, the compressed 


nerve root decompressed, and the wound sutured 
without drainage after meticulous hemostasis. The 
technical requirements of the operation can usually 
be met by restriction of the bone removal to a partial 
hemilaminectomy, a wider bone removal being 
strictly reserved for the large midline extrusions, 
which require transdural exposure. The dura need 
never be opened otherwise. The articular facets 
should not be damaged. Hemostasis is best ob- 
tained by electrocoagulation or one of the fibrin 
foams, and muscle should not be used as a hemo- 
static agent on account of the resultant increased 
scar formation. Multiple ruptured disks do occur, 
but the so-called “hidden disk” postulated by 
Dandy does not. It is also generally held that 
it is not the degree of protrusion or extrusion that 
is the crux of the matter but rather the amount 
of compression of the involved nerve root or roots. 

The diagnosis is made by many on the clinical 
history and examination alone, by others on these 
same criteria supported by affirmative myelograms 
and by still others from the point of view that the 
clinical history and examination raise the suspicion 
of the presence of a ruptured disk and that this 
suspicion must be confirmed or disproved by the 
myelogram. It is noticeable that, as end results 
are collected, the tendency of the surgeons is to 
swing more and more toward the last requirement. 
This tendency was confirmed by such papers as 
those by Gray,*? Howard® and Adams and Coonse,® 
taken in conjunction with the fact that a study of 
two parallel series of proved and unproved disks 
demonstrated that the symptomatology and signs 
were the same in both groups and that the only 
justifiable conclusion was that appropriate sensory 
or motor loss justified the assumption that one or 
more roots were irritated or compressed.” Studies 
of a particular group of patients with ruptured 
disks such as naval’® and industrial®’:”-” per- 
sonnel emphasize this point and make it apparent 
that the percentage of successful results increases 
with the accuracy of the preoperative diagnosis 
and the skill and training of the surgeon that does 
the operating. The number of cases that at opera- 
tion prove not to have the disk that was predicated 
preoperatively but in whom disk tissue is neverthe- 
less removed form a large group among the failures. 

Fusion at the time of the removal of a misplaced 
nucleus is becoming less and less popular and is 
limited now in most clinics to cases in which the 
indication for fusion would have been present even 
in the absence of a ruptured disk. The fusion opera- 
tion should be done as a second, separate surgical 
procedure. 

Other data of interest in this problem have been 
an advocacy of a transperitoneal approach to the 
ruptured disk." This has not been generally ac- 
cepted. Keegan’s’® contention that accurate map- 
ping of the hypalgesic dermatomes is a reliable 
aid to diagnosis has unfortunately not been veri- 
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fiable. A suggestion that had been made earlier 
and that is not finally accepted by American sur- 
geons is now repeated by de Seze and Levernieux.”* 
It is that herniated lumbar nuclei reduce them- 
selves and appear and disappear at inconvenient 
times. Finally, a family in which a father and five 
of his children have had proved ruptured lumbar 
disks without an antecedent history of injury has 
been reported.?? 
Cervical Disks 

Rupture of a cervical disk has been shown to 
produce symptoms of cervical-root involvement 
when the protrusion is small and lateral’*-* and 
of long tract cord involvement when the rupture 
is large and the protrusion centrally located.™ 
Pantopaque myelography as confirmatory or non- 
confirmatory evidence of a diagnosis made on 
clinical grounds makes the final diagnosis. Again, con- 
servative therapy — traction and support — should 
be given a chance to effect a cure,*' but when it is 
apparent that this is not possible the diseased 
area and especially the compressed root must be 
exposed and decompressed. It is advisable, if pos- 
sible, to remove the protruded or extruded nucleus 
also, but nothing should be done to exert pressure 
or traction on either the roots or the cord, since 
they are both very susceptible to these maneuvers 
in this region and unexpected permanent paralysis 
can be produced by a very minimum of manipula- 
tion. In particular, hammer and chisels must 
never be used. Machine-driven dental burrs, if 
used with great care, will prove helpful for the 
removal of calcified protrusions. If properly treated 
results are good in patients in whom only the root 
has been compressed but are only fair in cases in 
which the cord has been compressed. It has been 
shown that ruptures of a cervical disk may simulate 
angina pectoris,“ and in its acute form this is a 
factor to be reckoned with in the treatment of 
acute dislocations or of the so-called subluxations 
of the cervical spine. 


INTRASPINAL TUMORS 


True nonmetastatic neoplastic encroachment on .., 


the spinal canal has remained in virtual status quo 
ante during the last nine years if one may judge 
from the literature. The most commonly reported 
extramedullary tumors continue to be neurofi- 
bromas, ependymomas, meningiomas and blood- 
vessel tumors. Successful therapy depends upon 
their early diagnosis, the completeness of their 
removal and the technical skill of the surgeon. 
Surgery alone or surgery followed by x-ray therapy 
in accordance with the cellular structure of the 
tumor are the only permissible methods of treat- 
ment.**88 Jntramedullary tumors are commonly 
of gliomatous origin. Their treatment has not 
changed. The problem is still one of judgment on 
the part of the surgeon. He must decide whether 
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he will do more harm if he splits the cord and allows 
the tumor to extrude itself, if he splits the cord and 
attempts to remove the tumor forthwith, or if he 
leaves the cord alone and depends upon postopera- 
tive x-ray therapy. An accurate decision will de- 
pend upon a knowledge of the cellular structure of 
the tumor — information that is impossible to get 
prior to making the therapeutic choice as outlined 
above. Horrax and Henderson*® have reported a 
case in which they split the spinal cord from the 
medulla to the conus and completely enucleated 
an encapsulated intramedullary tumor (an ependy- 
moma), with virtually complete functional recovery. 
They are naturally more in favor of splitting the 
cord than they were prior to this operation. 

Metastatic tumors also are still being diagnosed 
and treated as they were formerly. However, the 
means whereby the original tumor may spread both 
to and beyond the spine and its contents is now 
much better understood than formerly because of 
Batson’s®® study of the role of the vertebral veins 
in the metastatic process. As he points out, the 
“vertebral venous system parallels, connects with 
and provides by-passes for the portal, the pulmonary 
and the caval systems of veins and hence can pro- 
vide in itself a pathway for the spread of disease 
between remote organs.” 


EpipuraL NonTuBERCULOUS SpinAL ABSCESSES 


AND GRANULOMAS 


Heusner* presents the best and most authorita- 
tive summary of the recognition and treatment of 
this condition. He points out that if a patient com- 
plains of sudden spinal ache followed by root pain, 
weaknesses of the voluntary muscles, sphincters 
and sensibilities, which in its turn is succeeded by 
paralyses, there is or has been some variety of 
epidural spinal infection. If it is virulent and acute, 
there will be signs of systemic toxicity from an 
infection. If it is less acute there may be an as- 
sociated osteomyelitis, and the process may be 
spread over a long enough time to be termed sub- 
acute or chronic. In the acute cases there will be, 
if looked for, a history or signs of an extraspinal 
focus of chronic infection, a recent injury to the 
spine or a chill. The diagnosis is made by lumbar 
puncture with or without demonstration of epi- 
dural pus or a cerebrospinal-fluid block or both. 
If the granuloma or abscess is to be surgically 
drained, an immediate laminectomy must be 
performed. The only hope of preventing ir- 
reparable myelitis with permanent paralysis is 
to institute this surgical drainage before par- 
alysis has started and in any case not later than 
after thirty-six hours of paresis. This can be ac- 
complished only by latninectomy done as soon as 
possible after the diagnosis has been made. These 
cases are as truly a surgical emergency as a per- 
forated viscus. 
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CRANIOCEREBRAL INJURIES 


The nine years that included the war did little 
in regard to craniocerebral injuries other than to 
confirm and clarify methods of diagnosis and treat- 
ment already well established. Experimentally, 
much work was done by a number of different 
groups of men, all of whom were interested in de- 
limiting the pathology of concussion. The net 
result has been that the pathology still remains 
unelucidated. Cramer, Paster and Stephenson” 
analyzed a series of patients who had sustained 
blast concussion, which is a special war-produced 
variety of trauma of the cerebrum. Botterell and 
Jefferson™ called much needed attention to that 
perennially neglected condition — scalp wounds. 
This article should be required reading for all 
surgeons whether general or specialized. Hill’s™ 
paper entitled “An Evaluation of the Enlargement 
of the Blind Spot of Mariotte in Brain Trauma in 
Adults” provides an early, useful, previously un- 
noted diagnostic procedure in co-operative patients. 
This examination should be carried out more often. 
Merritt®® sums up the literature to 1944 on the 
subject of “Head Injury.” 


Closed Head Injuries 


Furlow,® Pilcher,*7 Munro,*® Pickles®® and Mock 
and Mock’ have all written on the management 
of closed head injuries. The best article is that 
written by the Mocks, and it and the others 
give a clear picture of the accepted methods 
of treatment of this group. It is generally agreed 
that dehydration, if used in moderation and 
within the limits of its potentialities, is useful. 
If used otherwise it is dangerous. Other active 
therapy is limited to lumbar drainage of cere- 
brospinal fluid to reduce any increased intra- 
cranial pressure, well established general meas- 
ures, which include the maintenance of a clear 
airway and the administration of sufficient fluids, 
exploratory trephination if the accuracy of the 
diagnosis is in doubt and mobilization of the pa- 
tient as soon as possible or wise. Disputed points 
relate to the need and efficiency of lumbar drainage 
and the proper time at which to start active mo- 
bilization. 

Open Craniocerebral Wounds 


Pickles’ and Munro’? report in detail on a 
series of 104 and 218 civilian patients, respectively, 
with compound fractures of the skull. Munro! 
also describes the results of bacteriologic studies 
of such wounds in civilians. Many articles on this 
same subject have also appeared in relation to 
war wounds. Those by Sir Hugh Cairns,’ Major 
P. B. Ascroft,"°* Major Kenneth Eden and the 
war summaries in the British Journal of Surgery’ 
merit especial attention. Compound fracture of 
the skull should be débrided after the patient has 
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recovered from surgical shock. 
earlier the débridement is done, the better. All 
layers must be débrided and in particular the track 
of any missile. In this connection it is imperative 
to excise all the bone fragments and foreign bodies 
other than the missile. This latter may be presumed 
to be sterile but may have to be removed never- 
theless because of the need for being sure that no 
other foreign body is being concealed ahead of it. 
Compound fractures in which the dura is torn, 
the cortex lacerated and the ventricles entered are 
increasingly dangerous, difficult to handle and 
more lethal. The use of penicillin and the sulfona- 
mides is obligatory, but beyond permitting a greater 
delay in operating they have no significant effect 
on the outcome of the individual case. This con- 
tinues to depend upon the quality of the surgery 
that is afforded the patient. 


Meningeal Hemorrhages 


Extradural hemorrhage has now been shown to 
occur frequently from a variety of sources and 
not to be necessarily associated with the middle 
meningeal vessels. Moreover, attention has been 
called to the fact that the historical, so-called path- 
ognomonic triad of unconsciousness, consciousness 
and slowly returning unconsciousness is not only not 
pathognomonic but also much more frequently absent 
than present.’** That these clots also occur in the 
posterior fossa has frequently been noted — usually, 
however, at autopsy. Coleman'® has reported a 
case in which the latter diagnosis was made and 
operation ed, with resultant saving of the 
patient’s life. Falconer and Schiller'® report the 
occurrence of a middle meningeal clot after injury 
but without a fracture of the skull. 

Intracranial subdural hematomas have been the 
subject of a voluminous literature. Dowman and 
Kahn," in 1942, and Ingraham and Matson" have 
reported on this lesion in infants. It is generally 
agreed that in infancy it is imperative that the 
surgeon remove, if possible, all of both subdural 
membranes. If this is not done, experience has 
shown" that atrophy of the underlying restricted 
cortex or microcephaly will result. Fincher" re- 
ports on 24 cases of chronic subdural hematomas, 
and Munro" on 310 cases of all types of the same 
condition. The diagnosis can only be finally made 
by exploration. The clots are prone to be bilateral, 
and ipsilateral paralyses and a low or normal in- 
tracranial pressure occur with sufficient frequency 
to negate the diagnostic value of contralateral 
palsy and high intracranial pressure in many cases. 
The cerebrospinal fluid is usually bloody because 
of an associated contusion or laceration of the 
brain. If the condition is recognized and dealt 
with early many lives will be saved. This will 
necessitate many negative diagnostic trephinations, 
however. Michael Scott"® has described spontaneous 
nontraumatic subdural 
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Otherwise, the One of the problems that has been associated 


with the therapy of subdural hematomas has al- 
ways been that of the brain that refused to expand 
either during or after operation. La Londe and 
Gardner"* have solved this difficulty by the spinal 
injection of physiologic saline solution. Le Beau 
and Houdart''? have also expressed concern over 
this condition but offered no suggestion of therapy. 
That La Londe and Gardner’s procedure may be, 
as they imply, life saving is verified by my own 
experience. Three patients that appeared to be 
doomed, all of whom had a nonexpanded brain 
and intracranial hypotension, made a miraculous, 
complete recovery after the use of this therapy. 

Pickles'* has described 2 cases of subpial hemor- 
rhage. In 1 case other meningeal hemorrhages were 
present as well. This patient died and was au- 
topsied. The other patient had an uncomplicated 
subpial hematoma. It was drained at operation, 
and the patient recovered. I have seen a similar 
patient in whom the condition was recognized 
ante mortem but not sufficiently soon to prevent 
a postoperative fatality. No autopsy was per- 
mitted. Doubtless, more of these clots could be 
found if they were looked for. 

Evans and Scheinker'® report 6 cases of epidural 
and subdural hematoma in which there was an 
incisural herniation of the temporal lobe. In 2 an 
infarction of the posterior cerebral artery and in 
another 2 an additional herniation of the supra- 
callosal gyrus under the free edge of the falx were 
present as well. These same conditions were de- 
scribed first from Vincent’s clinic in relation to 
cerebral tumors.!” 


Late Effects of Craniocerebral Injuries 


An important contribution to the knowledge of 
the late effects of craniocerebral injuries has been 
made in a series of papers written by various mem- 
bers of the neurologic and neurosurgical staffs of 
the Neurological Unit of the Boston City Hospital. 
The work was a concerted effort carried out under 
the general direction and with the active partici- 
pation of the senior members of the unit, much of 
it having been done under a contract between the 
Office of Scientific Research and Development and 
the President and Fellows of Harvard College.'*!-"¢ 
The material used in all but one of the papers'** 
was 200 cases selected only so far as to exclude 
patients in the age groups under fifteen and over 
fifty-five, as well as vagrants and chronic alcoholic 
addicts from 430 consecutive patients admitted 
to the Boston City Hospital with head injuries. 
These patients were followed six months or longer. 
Prolonged disturbance of consciousness occurred in 
39 patients and study of this group led to the 
conclusion that the duration of disorientation was 
one of the most reliable criteria of the seriousness 
of the mental prognosis.’ The status of conscious- 
ness immediately following the head injury was 
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determined in 190 patients by a series of psycho- 
logic tests. They revealed that patients with severe 
head injuries had a higher incidence of total in- 
tellectual incapacity and that complete restitution 
required a period of weeks. Patients whose pre- 
traumatic intelligence is above normal are at a 
distinct advantage in terms of headaches, disorien- 
tation, amnesia, development of mental symptoms 
and early return to work in comparison with those 
of below normal and even of normal intelligence.'”-'25 
Post-traumatic mental symptoms developed in 
31.5 per cent. The commonest forms were chiefly 
anxiety states. There were 48 such patients, of 
whom approximately half had pretraumatic psy- 
chiatric liabilities. In 47 others, on the other 
hand, the issue was complicated by environmental 
difficulties such as occupation, litigation and so forth. 
Mental symptoms, particularly symptoms of anxi- 
ety, are, together with headaches and dizziness, 

commonest symptoms during convalescence 
and are the major causes of prolonged disability. 
The most direct cause of the development of anxi- 
ety symptoms appears to be “reproduction of fears 
related to the injury and accentuation and elabo- 
ration of preexisting conflicts in relation to oc- 
cupational and financial questions. The latter 
factor accounts for the delay in onset of mental 
symptoms observed in several patients until they 
had recovered physically and were again faced with 
their Only 9 patients showed an 
amnesic confabulatory syndrome (Korsakoff’s psy- 
chosis) during their hospital stay. All were chronic 
alcoholic addicts prior to their injury, and all re- 
covered.'*® No case of persistent dementia occurred 
in 119 cases of all types of head injury in healthy 
nonalcoholic persons between the ages of fifteen 
and fifty-five. They were followed for six months 
or longer without evidence of impairment of their 
pretraumatic status." One hundred and thirty- 
eight patients (19 per cent) complained of post- 
traumatic headaches. The headaches did not per- 
sist beyond the hospital stay in 59 or 30 per cent, 
lasted longer than two months in 63 or 32 per cent 
and began after discharge from the hospital in 11 
or 6 per cent. The incidence of prolonged headaches 
was high among patients with nervous or neurotic 
symptoms prior to injury. It was low among those 
injured in recreational accidents and in patients 
with very mild head injuries." One hundred and 
two patients (51 per cent) complained of dizziness 
or vertigo at some time after the injury. Sixty-eight 
(34 per cent) complained of dizziness after discharge 
from the hospital, 31 (16 per cent) were dizzy during 
their hospital stay, and only 11 (6 per cent) com- 
plained of true vertigo at some time after the in- 
jury. The more severe the injury, the greater the 
liability to persistent post-traumatic episodes of 
dizziness. Both physical and psychologic factors 
enter into the occurrence of post-traumatic head- 
aches and dizziness.'"* Denny-Brown"™ summarizes 
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the various individual projects and unifies them 
in a paper on disability arising from closed head 
injury. The criteria on certain legal aspects of this 
problem set up by Munro"® as sufficient to link 
antecedent craniocerebral injury and later dis- 
ability are that “1. the patient actually did sustain 
a blow on the head at the time and place claimed, 
2. the blow was sufficiently significant to produce 
intracranial pathology at the time of its infliction, 
3. the disability be manifested by a combination 
of organic signs and symptoms that could only 
arise from that intracranial pathology and 4. sub- 
jective symptoms be shown not to have been caused 
by the patient’s pretraumatic personality, his in- 
heritance or his social, family, intellectual, emotional 
or work history.” Davies and Falconer'*’ present 
evidence to show that there is a correlation be- 
tween the clinical signs of closed head injuries and 
changes in the size of the ventricles in the majority 
of cases. They believe that the mechanism of this 
ventricular dilatation “appears more likely to be 
due to intracerebral atrophic processes than to 
obstruction of the cranio-spinal fluid pathways.” 
A therapeutic throwback to barber surgery is 
reported from Russia'** with a claimed decrease in 
post-traumatic dizziness and headaches over two 
to four years as the result of therapeutic blood- 
letting. Two hundred and thirty-four cases were 
reported to have been treated in this way, and 
as much as 400 cc. of blood removed from the in- 
dividual patient. This therapy is said to have 
appeared to relieve venous stasis as determined by 
actual determinations of venous pressure but not 
to have affected the arterial pressure. 


Repair of Cranial Defects 


Cranioplasty is now a feasible and well docu- 
mented procedure. It is indicated whenever the 
cranial defect is sufficiently large and so placed as 
to subject the patient to excessive danger of in- 
jury or to be the source of psychic disturbances 
because of its cosmetic effect. Epilepsy per se is 
not an indication for cranioplasty."*® An excellent 
review of the subject up to 1945 has been written 
by Woolf and Walker." They and many others 
have demonstrated that the preferred materials 
for cranioplasty are tantalum and acrilic resin.’ 
Tantalum can be shaped at the operating table 
without the previous taking of impressions of the 
defect if the vertex only is to be repaired.”* Acrilic 
resin, on the other hand, has to be molded before- 
hand." This latter requirement frequently neces- 
sitates two operative procedures. This applies also 
to the formation of complex tantalum implants. 
White'® has compiled an approximation of the 
late complications following the use of both these 
substances as reported in the literature and from 
replies received in response to a questionnaire sent 
out to the neurosurgeons of the Army, Navy and 
Veterans Administration. He gives complications 
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following 66 cranioplasties with Lucite (acrilic 
resin) as 10.6 per cent and after 130 repaired with 
tantalum as 12.3 per cent. All were agreed that 
the substances are foreign bodies and must be used 
with due regard for the well established surgical 
principles that govern vascularization of wounds 
and flaps, excision of scars, elimination of tension 
on suture lines and the usual contraindications to 
implantation surgery in the presence of actual or 
potential infection. In addition, it is apparent that 
fixation of plates to the adjoining bone is best done 
with screws. The use of metallic points'’* and 
attempts to hold the plates against gravity by su- 
turing the pericranium to or over them fail. Lewin, 
Graham and Northcroft'** found a general incidence 
of infection of 7 per cent, which rose to 16 per cent 
if the tantalum was placed in close relation to the 
frontal sinuses. Carmody™ points out the advan- 
tages of cancellous bone taken from the ilium and 
used as a means of repairing small defects. White! 
would extend its use to repairs about the frontal 
sinus. Substances such as silver, gold, osteoperi- 
osteal grafts and ribs have been abandoned as 
implants, and their use is no longer justified. Busch 
and his associates'® have found that Polythene 
film used as a dural substitute on both animals and 
a number of patients has proved satisfactory and 
that Polythene plates are excellent bone substitutes 
in skull defects. Work'* has pointed out that if 
the frontal and ethmoidal sinuses have been involved 
in the area to be repaired they should be completely 
exenterated six months before implantation of the 
plate if that has not already been done at the original 
débridement. He feels so strongly about this that 
he would have the exenteration carried out from 
both above and below if necessary. It appears from 
the reports of trouble following implantations in 
this area that his point of view is amply justified. 


Brain Tumors 


Case Reports 
There have been a large number of individual 


case reports or studies of small series of specific 
tumors published in the last nine years. Certain 
ones merit attention and are mentioned here. Ten 
cases of gliomas of the corpus callosum are reported 
by Le Beau,'” who adds them to the 14 collected by 
Busch."* List, Holt and Everett'*® tabulated the 
reported cases of lipoma of the corpus callosum up 
to 1946 and added 2 of their own. In the same year 
Amyot'™ reported another, and I can add still 
another unpublished personal case of the same 
type of tumor in the same area. Rand and Reeves'®! 
report 23 cases of dermoid and epidermoid tumors 
(cholesteatomas) of the central nervous system, 
all cranial or intracranial in location. Asenjo and 
his associates'® report on 100 tuberculomas of the 
central nervous system. These occurred in a series 
of 2415 neurosurgical patients seen from March, 
1940, to July, 1945, of whom 187 others were diag- 
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nosed as having a tumor of the central nervous 
system. Russell and Sachs'* reported a clinico- 
pathological study of 7 cases of pinealoma and re- 
viewed the literature on the subject. Courville 
and Abbott'* surveyed 99 cases of meningiomas 
with a view to suggesting a more modern classi- 
fication of these tumors. Grant'®* approached the 
same subject from the point of view of surgical 
results. He had experience with 149 such tumors 
over ten years. During this time he was able to 
reduce his operative mortality to 8.6 per cent. Only 
“*31 or 20 per cent can be considered to have been 
completely relieved of all their symptoms following 
total operative removal.” Intracranial tumors in 
children are reviewed by Smith and Fincher,'* 
who report on 100 cases. Ingraham and Scott!#? 
report their experience with 16 cranioph 

and Gordy, Peet and Kahn’ analyze $1 similar 
patients. Grant, Webster and Weinberger'® re- 
view 158 cases of cerebellar tumors from the aka 
of view of symptomatology, and Ingraham, Bailey 
and Barker'® do the same thing with 56 cases of 
cerebellar medulloblastomas. Long survival periods 
of patients with medulloblastomas are reported by 
Penfield and Feindel,'*'— seventeen years, — and 
by Ingraham and Bailey,’ — nineteen years. 

mary intracranial tumors that metastasize are 
the subject of a study by Abbott and Love!® and 
Russell and Sachs.'* Munro, Edwards and Russell'*® 
point out that about 11 per cent of intracranial 
gliomas are of mixed types. 


Radiation Therapy 


Ingraham and Campbell'** emphasize the im- 
portant point that radiation without prior biopsy 
of brain tumors in children is dangerous and should 
not be countenanced. That this same criterion 
holds for adults as well has been emphasized by 
many writers, but especially by McWhirter.’ For 
the rest it seems that while there appear to be a few 
indisputable facts, the whole subject of radiation 
therapy of brain tumors is in a state of flux. It is 
generally agreed that pituitary tumors of the 
eosinophil type are radiosensitive and should cer- 
tainly be treated by this means after verification 
by biopsy and possibly even prior to operation, 
provided that the patient can be kept under close 
observation, and also provided that the surgeon is 
prepared to interfere at any indication of regression 
or cessation of improvement and particularly if 
there is any increase in the eye symptomatol- 
ogy.'*7-169 Medulloblastomas are also radiosensitive 
but should always be biopsied prior to radiation 
because of the impossibility of making an accurate 
cellular diagnosis otherwise.'**.' There is grave 
danger of producing central-nervous-system tissue 
necrosis or ischemia, or both, with resulting func- 
tional loss that would not otherwise occur if roent- 
gen-ray therapy is not used with the greatest care 
and in amounts that are not excessive.'"-'" This 
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applies not only to the cerebral cortex but also to 
the spinal cord. Rowe and Jacox,'’® Peirce et al.,'"® 
Mandeville, Russell and Farley'”? and McWhirter'® 
have all written about roentgen-ray therapy of 
brain tumors in general. Of these, McWhirter’s 
classification seems to be the most significant. He 
reports on 115 histologically proved tumors treated 
by x-rays between 1936 and 1944. These cases 
were chosen from a larger total group of 324 pa- 
tients. He classes as radioinsensitive astrocy- 
tomas, ependymomas, oligodendrogliomas and 
some meningiomas. Radiosensitive meningiomas, 
hemangioblastomas and neuroepitheliomas are 
grouped as radiosensitive nonmetastasizing tumors, 
and medulloblastomas, ependym tomas, ma- 
lignant choroidal papillomas and pinealoblastomas 
as radiosensitive metastasizing tumors. He classes 
glioblastomas as questionably radiosensitive. In 
the discussion that followed the presentation of his 
paper it was brought out that the response to radi- 
ation of all the gliomas was extremely variable. 
The consensus today seems to be that it is worth 
while to radiate all undoubted radiosensitive tumors; 
that all tumors with the possible exception of a 
pituitary eosinophilic tumor should be biopsied 
before radiation; that all accessible tumors whether 
radiosensitive or not, again with the possible ex- 
ception of the eosinophilic adenoma, should be 
removed as completely as possible by surgical means 
prior to radiation; that all inaccessible tumors 
whether radiosensitive or not should be subjected 
to a surgical decompression with radiation therapy 
given through that area; and that central-nervous- 
system tissue whether of the brain or the spinal 
cord can be permanently damaged to the point of 
an unnecessary loss of function unless x-ray therapy 
is handled with the greatest of care and circum- 
spection. 


Technic 


The most important technical contribution to 
the problem of brain tumors has to do with their 
exact localization when exposed at operation. This 
obviously permits more complete removal, with 
all its attendant benefits. Moore and his associates!”* 
used fluorescent dye and an ultraviolet lamp to 
identify the tumor tissue by its color as compared 
with normal brain tissue. Needle biopsies taken 
in the operating room from around its periphery 
delimited the tumor. Along this same line Selver- 
stone and his associates'”® have demonstrated that 
radiosensitive phosphorus is concentrated in brain 
tumors from 5.8 to 110 times over that of adjacent 
normal brain tissue. With this as a lead it was but 
a short step for Robinson and Peterson'® to con- 
struct an appropriate Geiger—Miller counter in 
the form of a partially insulated brain probe and 
for the others associated in the project to demon- 
strate that an extraordinarily exact delimitation 
of the borders of the tumor could be obtained by 
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several comparative counts made with the patient 
on the operating table and with the cortex exposed. 
More recently, Erickson and his co-workers'*' have 
found from biopsy material that was obtained at 
varying times from both the tumor and adjacent 
normal tissue that the ratio of concentration of 
radioactivity in tumor and normal brain tissue 
rose as high as 19:1. Sodium phosphate containing 
radioactive phosphorus was injected in doses of 
either 5 or 10 millicuries in either the median basilic 
vein, the carotid artery or directly into the tumor. 
The authors think that time and experience may 
demonstrate that a therapeutic effect may be ob- 
tained from radiation derived from the isotope if 
it can be given in sufficient doses to be effective and 
at the same time not prove harmful to normal tissues 
and especially the bone marrow. 

Schatzki, Baxter and Troland'® have called at- 
tention to the diagnostic value of “‘second-day 
encephalography,” particularly as it affects the 
size of the ventricle. This does not mean that an 
encephalogram is performed the second day after 
some unknown incident but rather that a second 
set of x-ray films, if taken on the day after an en- 
cephalography has been done, will show changes 
that, though present, had not been visualized on 
the first set of films. They state that this procedure 
is particularly adaptable to the study of the post- 
traumatic syndrome. 

A review of the treatment of hydrocephalus in 
adults emphasizes the well recognized fact that 
the problem is not only that of therapy but of diag- 
nosis as well. The Torkildsen procedure and the 
surgical perforation of the anterior wall of the third 
ventricle (lamina terminalis)'* each has its ap- 
propriate place in the neurosurgeon’s armamenta- 
rium. Both may be expected to provide long-lasting, 
complete relief from what would otherwise prove 
to have been the cause of prolonged invalidism and 
death. 

Love and Benedict'™ point out the advantages 
that are inherent in the removal of intraorbital tumors 
by the transcranial route and report on a series of 
35 patients. Their stand is certainly not weakened, 
especially in the presence of unilateral exophthal- 
mos, by the experience of Davis and Martin'** 
in this matter. | 

A significant attempt to reduce the operative 
and immediate postoperative mortality, especially 
in temporal tumors, has been advocated by 
Le Beau,'** Le Beau and Houdart"? and Guiot and’ 
Janny.'*? The late Clovis Vincent, in 1930! and 
again with others in 1947,'%* first called attention 
to the dangers inherent in herniation of the temporal 
lobe through the incisura of the tentorium. Since then 
Jefferson,'** Zwan'® and Schwarz and Rosner’ 
have also reported on this matter. Evans and 
Scheinker'® and Scheinker'® have studied the 
pathology as seen in this condition in association 
with lesions other than brain tumors. The French 
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surgeons have had most to do with its therapy. 
They point out the value of reduction of the hernia 
at the time of the removal of the tumor. They 
recommend incising the border of the incisura and 
thus enlarging the opening sufficiently to permit 
withdrawal of the herniated temporal cortex. If 
this is not done at the time of the removal of the 
tumor and the symptoms of brain-stem compression 
develop postoperatively they advise reopening of 
the wound and incision of the incisural notch even 
at this late date. There is no doubt that this pro- 
cedure merits more attention than it has received 
to date. 


End Results 


Those who would advocate such a degree of 
radicalism in the treatment of brain tumors as to 
require removal of one cerebral hemisphere even 
though it is the nondominant one, in the belief 
that the patient will still be within the bounds of 
what civilization is pleased to accept as normal, 
should ponder the article by Karnosh and Gardner." 
They have carefully studied 4 such patients 
over the years and sum up the situation as follows: 


It can be concluded, therefore, that removing the right 
cerebral hemisphere is not comparable to removing one 
kidney or one lung. One cerebral hemisphere is by no means 
a functional replica or an understudy of the other hemi- 
sphere. An individual deprived of his non-dominant cerebral 
hemisphere is no longer a normal person in his community. 


Reports on his surgical experience with pituitary 
tumors by Grant,'®* on results of operative therapy 
of acoustic tumors by Horrax et al.'** and on the 
follow-up study (two to eight years) of some of 
the uncommon types of benign brain tumors by 
Horrax'*? have been published, each having a 
particular message of its own. The most significant 
follow-up study I have seen, however, and the one 
most free of bias, has been that by Botsford.’ 
He reports on 179 cases from one clinic. Fifty- 
nine or 32.9 per cent are still alive but 18 (30.5 
per cent), none of whom lead useful lives, suffer 
serious physical handicaps. He points out, however, 
that 41 (69.5 per cent) of the survivors were leading 
useful lives. 


CEREBROVASCULAR CONDITIONS 

Aneurysms 

By 1941 the interest among neurosurgeons’ in 
the possible diagnosis and therapy of intracranial 
aneurysms was widespread and growing. In this 
year Krayenbihl,'® Dandy™ and Bronson Ray,?” 
among others, reported in detail upon the successful 
diagnosis of this condition. They presented their 
data from both the purely clinical aspect and in 
conjunction with the use of arteriography. 
data were based on a significant series of patients 
with a worthwhile percentage of success. Ligation 
of the common and internal carotid arteries in 


the neck, with and without trapping of the aneurysm 
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by added closure of the artery distal to it, were 
described.” Large silver clips big enough to en- 
compass and hold the major vessels that were 
involved were developed, and studies continued on 
the feasibility of ligating the major cerebral branches 
of the internal carotid artery with its associated 
incidence of paralysis. Olivecrona and Riives,™ 
in 1948, and Jaeger and Olivecrona,™ in 1949, 
have written on arteriovenous aneurysms, and 
Hamby” on spontaneous subarachnoid hemorrhage 
of aneurysmal origin. The consensus seems to be 
that if the carotid circulation is to be ligated in the 
neck it should be done only after Matas’s original re- 
quirement — that is, that a sufficiently long period 
of total closure of the common carotid artery by 
manual compression be provided in order to assure 
the adequacy of the collateral circulation of the 
brain — has been met. Both the common and 
internal carotid arteries should be ligated, the com- 
mon being ligated first, after which it may be pos- 
sible to trap the aneurysm by closure of the vessel 
from which it originates distal to the point of origin. 
Aneurysms that have a stalk can be isolated by 
closure of that portion with a silver clip. The size, 
accessibility, location, origin and fistulous con- 
nections with venous sinuses, as well as the presence 
or absence of a stalk and the adequacy of the col- 
lateral circulation, are all important factors in 
determining possible surgical therapy and the post- 
operative incidence of paralysis. There has been 
a decided trend toward treatment by ligation of 
bleeding aneurysms closer and closer to the time 
of the first recognized leak or rupture. 

It appears that traumatic arteriovenous cerebral 
aneurysms are more favorable from the therapeutic 
point of view than nontraumatic ones and that 
the relief of the associated pulsating exophthalmos 
is directly related to the promptness and complete- 
ness with which the fistula is or can be closed. 
Such procedures as packing the aneurysmal sac 
in muscle or the floating of fragments of muscle 
into its interior by way of implantations into the 
internal carotid artery offer little in the way of 
therapy. 

Arteriography. The above requirement predicates 
adequate diagnosis. Dandy*” advocated meeting 
this requirement by depending chiefly on clinical 
examination and urged caution in the use of Thoro- 
trast arteriography. Krayenbihl'®® used Thorotrast 
visualization in all his series of patients. He and 
others agreed, however, that the irretrievable in- 
jection of a permanently radioactive substance 
into the blood stream was not desirable. Sands,” 
reporting in 1941 a considerable series of patients 
with cerebral subarachnoid hemorrhages from a 
variety of causes including aneurysms, does not 
mention arteriography. Over the years, however, 
it became apparent that Moniz’s®* contribution 
was bearing more and more fruit. Diodrast was 
substituted for Thorotrast, percutaneous carotid 
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injection of the dye was substituted for open opera- 
tion in the neck, venograms were added, and the 
x-ray technic was perfected so that today percu- 
taneous combined cerebral arteriography and venog- 
raphy by the use of Diodrast with visualization on 
lateral and anteroposterior x-ray films is standard 
technic and of use in the identification not only of 
cerebrovascular abnormalities but of brain tumors 
and meningeal clots as well. Poppen™® has described 
a satisfactory angiographic technic from the sur- 
gical point of view. Green and Arana,” Lindgren,”" 
Lowman and Doff,?" Sanchez-Perez,*" Gross,?" 
Hodes, Perryman and Chamberlain*® and finally 
Wechsler and Gross,”"* in 1949, described its use in 
cerebrovascular accidents. Sugar, Holden and 
Powell?'? have recently (1949) described a technic 
for vertebral angiography. 

The nonoperative treatment of subarachnoid hemor- 
rhage’is a subject of debate. One school of thought 
abjures lumbar puncture, and the other is equally 
strong in urging its constant use as a means of 
reducing any increased intracranial pressure and 
thus improving the cerebral circulation. My ex- 
perience supports the latter school. 

The cerebral venous circulation has been the sub- 
ject of experimental study by Beck and Russell.!* 
Perhaps the most significant findings from a sur- 
gical viewpoint are that “the idea that thrombosis 
may readily be induced in the superior longitudinal 
sinus evidently needs revision. Though the blood 
flow may be sluggish and the wall rigid, thrombosis 
will not follow occlusion. . . .” and “in the dog and 
cat the greater part of the sinus could be suddenly 
obliterated without any obvious impairment of 
normal function on recovery from the anaesthetic.” 


(To be concluded) 
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CASE 36171 


PRESENTATION OF CASE 


First admission. A fifty-eight-year-old nulliparous 
widow entered the hospital complaining of a five- 
week episode of vaginal spotting. She had had a 
normal menopause twelve years previously, with 
no subsequent bleeding or discharge until her present 
illness. 

The past history included scarlet fever at the 
age of two, diphtheria at thirteen and an attack 
of rheumatic fever at the age of eighteen. Subse- 
quently, the patient led a normal life until nine 
years before admission, when, at the age of 
forty-nine, she had a three-week illness consisting 
of sore throat, headache and fever. A physician 
told her that she had a streptococcal infection and 
that her heart had been damaged. Following this 
episode she complained of chronic fatigue and 
developed burning precordial pain radiating to the 
left arm and back, which was precipitated by ex- 
ertion and relieved by nitroglycerin or a small 
amount of wine. She had taken digitalis for five 
years prior to admission. 

Physical examination revealed a red, granular, 
friable lesion of the cervix. The heart was enlarged 
to the left of the midclavicular line. No murmurs 


were heard, and the sounds were of good quality 
but the rhythm was totally irregular because of 
frequent extrasystoles. The lungs were clear, and 
the liver was questionably palpable. The blood 
pressure was 170 systolic, 90 diastolic. 

The urine had a specific gravity of 1.022 and gave 
a ++ test for albumin, and the sediment contained 
an average of 10 red cells and 10 white cells per 
high-power field. An intravenous pyelogram was 
negative. Biopsy of the cervical lesion was reported 
as showing a Grade III squamous-cell carcinoma. 
This was treated by 8000 r of x-ray therapy di- 
rected at two anterior and two posterior pelvic 
portals, and the patient was discharged in good 
condition at the end of two weeks. 

Second admission (three weeks later). The pa- 
tient was readmitted for 3000 m.c. hours of radium 
implantation. The cervix was clear at the time, 
and the only complaints were moderate diarrhea 
and dermatitis, which had followed the x-ray 
therapy. The apical pulse rate varied from 55 to 
95, and the rhythm was totally irregular. 

Third admission (two years later). The patient 
had no further symptoms referable to the cervix, 
but the anginal pain increased in frequency and 
severity to such an extent that she entered the 
hospital for surgical relief of this pain. She required 
20 to 30 nitroglycerin tablets a day. The slight 
effort involved in brushing the teeth was sufficient 
to precipitate an attack. Physical examination 
showed a blood pressure of 170 systolic, 80 diastolic 
and auricular fibrillation with a 5 to 10 per cent 
pulse deficit. The lungs were clear and there was 
no edema. The urine had a specific gravity of 
1.012 to 1.020 and gave a ++ test for albumin on 
one examination and a negative test on another, 
and the sediment contained numerous red cells, 
white cells and casts. Electrocardiograms con- 
firmed the auricular fibrillation. The ventricular 
rate was 40 to 50, with bigeminy in Leads 1 and 2 
that was due to ectopic ventricular beats. The 
record, in the temporary absence of digitalis medica- 
tion, was interpreted as showing high-grade partial 
auriculoventricular block, with an irritable myo- 
cardium. Bilateral paravertebral injections of al- 
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cohol at the levels of the first, second and third 
thoracic segments were performed. 

Fourth admission (two years later). The alcohol 
injections relieved the anginal pain completely for 
three months. It then returned and gradually 
increased to its former severity. Exertional dysp- 
nea became marked and orthopnea requiring four 
or five pillows for relief and a nonproductive cough 
developed. No paroxysmal nocturnal dyspnea or 
edema was seen, but a year after admission the pa- 
tient was forced to take up a bed-and-chair exist- 
ence. She was taking 90.1 gm. of digitalis every other 
day and receiving weekly Mercupurin injections 
with good diuresis. At this time a physician dis- 
covered a prolonged apical diastolic rumble without 
presystolic accentuation. This was confirmed on 
many subsequent examinations. Four days before 
entry she had a one-hour episode of extremely 
severe, squeezing, substernal pain, which was accom- 
panied by a bout of vomiting but no chills or fever. 

Physical examination revealed an _ orthopneic, 
chronically ill woman with a hacking, nonproductive 
cough. The heart was enlarged 10 cm. to the left 
of the midsternal line, and the apical impulse was 
heaving. The rate was 60, and the rhythm totally 
irregular. A Grade II systolic blow was heard at 
the left sternal border in the third interspace and 
over both pulmonary aortic areas. The second 
sound was reduplicated at both bases, raising a 
question of gallop rhythm. 

The blood pressure was 160 systolic, 110 dia- 
stolic. The temperature was 98°F., and the res- 
pirations 20. 

The urine had a specific gravity of 1.011 and 
gave a ++ test for albumin, and the sediment 
contained occasional red and white cells and casts. 
Examination of the blood showed a hemoglobin of 
15.1 gm. per 100 cc. and a white-cell count of 8800, 
with a normal differential. The sedimentation rate 
was 10 mm. in one hour. Three electrocardiograms 
showed auricular fibrillation with partial auriculo- 
ventricular block, the ventricular rate averaging 
50. The ST segments were depressed in Leads 
2,3 and CFS, and the T waves were low throughout. 
It was believed that there was no clear proof of 
a myocardial infarction but that this could not be 
ruled out. She was discharged on the eleventh day. 

Final admission (four years later). The patient 
returned home, where she led a reasonably com- 
fortable if limited existence. One year before this 
admission the mercurial injections were discon- 
tinued and she was maintained on digitalis, 
0.09 gm. (1.5 gr.) every other day, and 5 gm. of 
ammonium chloride. ‘Ten days before admission, 
while in the bathroom, she collapsed on the floor 
and lost consciousness for a few minutes. She had 
no pain on recovery but was unable to speak for 
a brief period. She then recovered completely and 
had a normal bowel movement. Her physician, 
who examined her a few hours after this episode, 
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found Cheyne-Stokes breathing and coarse rales 
at both bases. The blood pressure was 160 sys- 
tolic, and the pulse totally irregular, with a rate of 
80. The liver was palpated three fingerbreadths below 
the costal margin. Mercuhydrin, 0.5 cc., produced 
good diuresis and some improvement in dyspnea. 
However, on the following day she had another 
fainting spell during which she rolled out of bed, 
striking her head. That night she had fifteen brief 
seizures during which the pulse was unobtainable, 
twitchings of the extremities occurred and she was 
unconscious. However, no true convulsions occurred. 
Epinephrine, 1 cc. in oil intramuscularly every six 
hours, was started, with some decagase in the 
frequency of these attacks. An electrocardiogram 
taken five days after the onset of these seizures 
showed right-axis deviation, auricular fibrillation, 
a ventricular rate of 75 and no significant change 
in form since the last tracings. On the day before 
admission the patient had an extremely severe 
series of convulsions following which mental slowing 
and positive Babinski reflexes were noted. The 
blood pressure was 125 systolic, 85 diastolic, at 
that time, and the heart rate 88. She was placed 
on atropine sulfate, 0.3 mg. every four hours, and 
admitted to the hospital the next day. 

When the patient entered the hospital she had 
had no convulsions for several hours. As soon as 
she was placed flat in bed for physical examination 
she lost consciousness; the heart beat stopped; res- 
pirations were first increased and then ceased en- 
tirely; cyanosis appeared; and there were tonic 
and questionable clonic convulsions, with incon- 
tinence of urine. The heart then began to beat at 
a rate of 20 to 30, gradually increasing in rate, 
breathing resumed, and the patient regained con- 
sciousness. However, when examination was again 
attempted, a second attack occurred. During this 
attack it was observed that convulsive twitchings 
began a few seconds after abrupt slowing of the 
heart rate, but the heart beat continued at about 
15 per minute during the seizure. The heart sounds 
were faint, and the pulse was not obtainable at this 
time. The skin was found to be moist and sweaty. 
There were roving eye movements, and ophthalmo- 
scopic examination showed arteriovenous nicking 
in the fundi. Coarse expiratory rales were heard 
bilaterally. The heart was enlarged to the anterior 
axillary line, and the blood pressure was 100 sys- 
tolic, 66 diastolic. The heart sounds were of good 
quality; the aortic second sound was louder than 
the pulmonic, and an apical diastolic murmur was 
heard. The pulse was grossly irregular, with some 
deficit. The liver was palpated two fingerbreadths, 
below the costal margin. The extremities were 
flaccid, with bilateral positive Babinski and generally 
decreased reflexes. 

The patient was treated by oxygen and epineph- 
rine, given subcutaneously and intraventricularly. 
Seizures continued, and she remained semicomatose 
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between attacks. Nine hours after admission a 


seizure occurred from which she failed to recover. 


DIFFERENTIAL Diacnosis 


Dr. Howarp B. Spracue*: We have to review 
this case in its various aspects because it does not 
fit any picture too satisfactorily. The patient was 
fifty-eight years old when she first came in with 
carcinoma of the cervix for which she was treated 
by x-rays and radium, apparently quite success- 
fully. We know, at the first admission, that she 
had a past history of scarlet fever at the age of two, 
diphtheria at the age of thirteen, rheumatic fever at 
the age of eighteen, and what was said to be a strep- 
tococcal infection of the throat at the age of forty- 
nine, or nine years before admission, from which 
her heart was said to have been damaged. Here 
is a background for rheumatic heart disease, and 
perhaps for the auriculoventricular block in the 
fact that she had diphtheria. There is some evi- 
dence that in auriculoventricular block there is a 
higher incidence of a history of diphtheria than one 
would ordinarily expect in the population. Follow- 
ing this so-called streptococcal attack, the patient 
began to have burning precordial pain radiating 
to the left arm and back and precipitated by effort 
and relieved by nitroglycerin. It certainly sounds 


like angina pectoris. As far as I am concerned that © 


is what it was. 

We do not know what the blood Wassermann and 
Hinton reactions were from this record. 

Dr. Concer Wituiams: I believe they were 
negative on previous hospital admissions. 

Dr. Spracue: The record states that “the 
rhythm was totally irregular because of frequent 
extrasystoles.” One does not have a totally irregular 
heart beat that is due to extrasystoles. If one listens 
long enough, one can hear a normal fundamental 
rhythm, interrupted by the extrasystoles. I sup- 
pose she was having auricular fibrillation at this 
time. During the third admission she had auricular 
fibrillation with ectopic beats. That “5 to 10 per 
cent pulse deficit” must mean a 5 to 10 beat dif- 
ference between apical and radial rates. She had 
no congestive failure. 

The urine continued to show albumin, red cells, 
white cells and casts and seemed more indicative 
of a chronic nephritis. An electrocardiogram dis- 
closed that the ventricular rate was again slow, 
40 to 50, with bigeminy. Digitalis had been tem- 
porarily omitted, and this rhythm was called partial 
auriculoventricular block and irritable myocardium. 
That again is a strange way of putting it because, 
when auricular fibrillation is present and the auricles 
are fibrillating at 400 to 600, there must be some 
degree of block between the auricles and ventricles. 
What I think is meant is that this ventricular re- 
sponse to auricular fibrillation was slower than 
one would ordinarily expect if the rhythm were not 

*Associate physician, Massachusetts General Hospital. 
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blocked by digitalis. Therefore, there was probably 
an organic block of considerable degree, but not 
a complete dissociation because the ventricular beat 
was irregular and there was not an idioventricular 
rhythm. 

The patient entered the hospital for the fourth 
time two years later, four years after her treatment 
for cancer. At that time the angina had again 
become severe, in spite of the paravertebral in- 
jection of alcohol two years before, but also conges- 
tive failure had developed as measured by dyspnea, 
orthopnea and cough. No edema was seen, but there 
is the story that mercurial diuretics were success- 
ful, so that presumably before she came into the 
hospital she had edema. 

Dr. Witutams: She did not have edema, but 
congestive failure was present with pulmonary 
congestion, which cleared after diuresis with a 
minimal diuretic. 

Dr. Spracue: A prolonged apical diastolic mur- 
mur was discovered. It is difficult to assess this 
murmur. Four days before entry she had had an 
hour of severe squeezing substernal pain and vomit- 
ing, which suggests either coronary or, possibly, 
pulmonary origin. The reduplication of the second 
sound at both bases means, I suppose, that one 
valve closed ahead of the other, but we do not know 
which one it was. The patient had systemic hy- 
pertension, which might cause a splitting of the 
second sound, and she had probably developed 
pulmonary hypertension. The electrocardiogram 
does not help us very much because there was a 
nondiagnostic depression of the ST segments in 
Leads 2 and 3 and low T waves. 

During the interval between the fourth and last 
admissions the patient had been reasonably com- 
fortable, and able to get along without mercurial 
diuretics but with digitalis and ammonium chloride. 
Then something new occurred in the ten days pre- 
ceding her last admission, because she collapsed, 
became unconscious and was unable to speak; 
she recovered completely, with no permanent para- 
lytic phenomena. An electrocardiogram five days 
later showed for the first time a right-axis deviation, 
which would favor a diagnosis of mitral stenosis. 
If she had an acute cor pulmonale from pulmonary 
infarction, she might develop a right-axis devia- 
tion. An interesting note was made that when she 
was placed flat in bed for the physical examination 
she became unconscious, the heart beat stopped, 
respirations increased and then decreased, and 
cyanosis and convulsions followed. Then the heart 
began to beat slowly, and consciousness returned. 
The attack was repeated when an attempt to ex- 
amine her again was made. The blood pressure had 
fallen; the heart sounds were faint, and during at 
least some of these observations there was a heart 
rate of 15. Can someone tell me whether or not 
the rhythm was regular during any of these attacks? 
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Dr. Wituiams: It appeared to be. However, 
the rate was so slow that minor irregularities would 
have been missed. 

Dr. Spracue: I take it that sometimes you heard 
no heart beat at all. 

Dr. Wituams: The first time the patient was 
put down horizontally during the most severe 
attack, I did not hear a heart beat for at least a 
minute. Of course, I did not listen continuously, 
since various restorative measures were being tried. 
During the second attack I did hear a very faint, 
very slow heart beat, which I judged to be about 
15 a minute. 

Dr. Spracue: The interesting thing was that 
when she came out of each attack, the heart sounds 
were of good quality, with the aortic second sound 
louder than the pulmonic. The apical diastolic 
murmur was again heard. The seizures recurred to 
the time of death. 

One thing that has to be explained is the appear- 
ance of this apical diastolic murmur. We have said 
that she had a background consistent with rheu- 
matic heart disease. Mitral stenosis is certainly 
not ordinarily associated with angina pectoris, nor 
is auricular fibrillation. Angina pectoris with mitral 
stenosis may be caused by a constriction of the left 
coronary artery between the pulmonary artery 
and the left auricle, but this is not too satisfactory 
an explanation. I have never seen angina pectoris 
of this degree with uncomplicated mitral stenosis, 
but, it should be remembered that the patient 
lived for seventeen years with this anginal pain 
of varying severity. 

It does not seem as if she had ever had any x-ray 
examination of the heart or lungs. 

Dr. Wituiams: She had many fluoroscopic ex- 
aminations, which did not show a characteristic 
mitral configuration of the heart. 

Dr. Spracue: The appearance of pain after 
streptococcal sore throat suggests some relation 
to this, perhaps the possibility of coronary arteritis 
on an “allergic” basis, or whatever rheumatic strep- 
tococcal infection of the heart might be, in addition 
to hypertension and chronic nephritis. Rheumatic 
arteritis was not too likely because the figures seem 
to show that this occurs much more commonly 
in the early years of life — that is, up to the age of 
fifteen years. But it has been suggested that rheu- 
matic infection of the coronary arteries predisposes 
to early arteriosclerotic changes, and this woman 
was only forty-nine years old when she first de- 
veloped her pain. Rheumatic heart disease with 
angina is almost exclusively associated with aortic- 
valve disease. The repeated observation of the 
slow ventricular rate implies a high degree of or- 
ganic block, which might be rheumatic, diphtheritic 
or coronary in origin. 

Regarding the murmur I do not suppose it is quite 
cricket to ask whether Dr. Williams would have 
heard this murmur if he had listened to the patient 
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the year before. I am going to say that either the 
murmur was missed or that mitral stenosis developed 
in the interim — from mitral obstruction due to in- 
volvement of the valve with tumor, or from intra- 
auricular thrombus, or vegetative endocarditis, or 
something of that added nature. I am going to favor 
the first possibility, that the murmur was missed, 
perhaps influenced as much as anything by the fact 
that the first heart sound remained good to the end. I 
have failed in the past to make the correct diagnosis 
of mitral stenusis in terminal cases when I have not 
noted that fact. In the presence of auricular fibrilla- 
tion the persistence of a loud first heart sound during 
the final stages of cardiac failure, even when mur- 
murs cannot be heard, is a very important sign of 
mitral stenosis. The final bout of recurrent syn- 
copal attacks indicates that these were cardiac 
in origin rather than cerebral or due to a carotid- 
sinus mechanism. I do not entirely rule out ven- 
tricular fibrillation because one can observe re- 
peated attacks of ventricular fibrillation in the 
terminal stages in which the heart appears to have 
stopped entirely but the electrocardiogram shows 
that actually this mechanism is going on. Davis 
and I* reported such a case about twenty years ago 
in a rheumatic patient in whom, during the return of 
ventricular contraction, the heart beat very slowly, 
just as Dr. Williams has described it. 

Could this have been a ball-valve thrombus? 
The patient was put into a horizontal position and 
had these attacks of syncope. There did not seem 
to be a great deal of obstruction to the blood getting 
out to the periphery. If there had been a ball-valve 
thrombus of the left auricle with mitral obstruction, 
one would expect a high degree of cyanosis in the 
fingers, toes and nose, perhaps with gangrene. As 
far as I know only one ball-valve thrombus of the 
right auricle has been described and that was as- 
sociated with a very sudden, dramatic change as 
evidenced by congestion in the periphery, the liver 
and the venous system, and air hunger. It has been 
said that, with such a thrombus of the left auricle, 
if the patient lies down, the thrombus is more likely 
to get out of the valve so that the patient would be 
better rather than worse. Even eight years after 
treatment for carcinoma, I suppose one has to think 
about the possibility of the involvement of the heart 
by carcinoma. 

I am going to say that I think this was rheumatic 
heart disease with mitral stenosis. I think the 
patient had coronary-artery disease, perhaps start- 
ing with an arteritis but with atheromatous changes 
later. There will be coronary obstruction with some 
degree of myocardial infarction, but not a massive 
affair, and there may be evidence of an old inflam- 
matory process in the myocardium of a nondiag- 
nosable type. 


*Davis, D., and Sprague 


Ventricular fibrillation: its relation to 
heart-block. 


H. B. 
Am. Heart J. 4:559-572, 1928-1929, 
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Dr. Wituiams: I might clarify the question about 
the murmur. I am quite sure that Dr. Sprague’s 
concept of it is correct. I first saw the patient six 
years ago during the episodes of very acute pain, 
at which time I did not hear a diastolic rumble. 
In the following year, there was a very clear-cut 
diastolic rumble, which I thought had been there 
for years, and I was quite sure that I had missed it 
the first time. We did not see the patient in a 
seizure until she came into the hospital. During the 
first seizure I had no reason to believe that it 
was anything but an Adams-Stokes attack, know- 
ing that she had coronary-artery disease. During 
the second seizure two things were observed, which 
made us question the diagnosis of Adams—Stokes 
seizures: one was that the attack seemed to be re- 
lated to posture, and the other that a slow heart 
beat continued through the attack. I think we have 
seen Adams-Stokes seizures in which cerebral anoxia 
was sufficient to produce a convulsion without com- 
plete cessation of the heart beat. We wondered, 
as Dr. Sprague did, whether the patient had a ball- 
valve thrombus although the onset of the episode 
was the reverse of what is supposed to happen 
classically. We thought that jiggling of the body 
might have accounted for it. 

Dr. SpracueE: Ball-valve thrombus has even been 
described with malignant cells in the core. 


DIAGNOSES 
Complete heart block (Adams-Stokes syndrome) 


or ball-valve thrombus. 
Rheumatic heart disease, with mitral stenosis. 
Auricular fibrillation. 
Coronary-artery disease. 
Angina pectoris. 
Carcinoma of cervix. 


Dr. Spracue’s DIAGNOSES 


Rheumatic heart disease, with mitral stenosis. 

Coronary-artery disease, with coronary occlusions. 

Auricular fibrillation. 

Adams-Stokes syndrome or possible ball-valve 
thrombus of left auricle. 


ANATOMICAL DIAGNOSES 


Rheumatic heart disease, with mitral stenosis. 

Ball-valve thrombus of left auricle (with complete 
heart block). 

Coronary sclerosis, with multiple old occlusions. 

Myocardial infarction, old and recent (small). 

Infarct of spleen, kidneys and brain, old. 

Gastric ulcer, acute. 

Carcinoma of cervix, healed. 


PaTHOLOGICAL Discuss10oN 


Dr. Tracy B. Mattory: I have a picture of the 
heart (Fig. 1) that I would like to show. As one 
can see there is a severe mitral stenosis, and nestling 
right in the mouth of the mitral valve is a ball 
thrombus. On the left, just at the tip of the arrow, 
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there is a spot on the endocardium where a small 
amount of thrombus is still adherent. We believe 
that that represents the pedicle of the thrombus, 
which probably had broken off very recently. Be- 
sides this finding, there were slight aortic stenosis and 
extremely severe coronary-artery disease involving 
all branches of both arteries. Nine distinct spots of 
total occlusion were identified. There was an old area 
of scarred infarction on the posterior surface of the 
left ventricle and a very small area of fresh infarction 


Ficure 


only 1 cm. in diameter in one of the papillary 
muscles. Evidences of old infarctions were found in 
the spleen, kidney and brain. There were no fresh 
areas of infarction in the brain. There was a small 
subdural hematoma undoubtedly traumatic and 
going back to the episode when the patient fell out 
of bed. An unexpected finding was a very acute 
ulcer of the stomach. 


CASE 36172 


PRESENTATION OF CASE 


An eighteen-year-old boy was admitted to the 
hospital for the third time because of a chronic 
cough. 

Approximately two years before admission the 
patient experienced a bout of “pneumonia,” for 
which he was treated at home with sulfonamides. 
The illness was characterized by fever and cough, 


‘he 
’ 
wy > 
3 
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and recovery was delayed for over a month, during 
which he spent most of the time in bed. The cough 
persisted following subsidence of the febrile illness 
and continued unabated from that time forward. 
It varied in intensity and was productive of white 
sputum. Following the initial illness the patient 
had frequent upper respiratory infections and felt 
himself to be slightly below his usual standard of 
good health. The cough was never associated with 
hemoptysis, respiratory pain, dyspnea, fever or 
night sweats. There was no weight loss. Eighteen 
months prior to the present admission, the patient 


Ficure 1. Roentgenogram of the Chest. 
Arrow points to enlarged hilar lymph node. 


was admitted to the hospital with the signs and 
symptoms of acute abdominal disease, and a gan- 
grenous appendix was removed. Studies at that 
time revealed only increased breath sounds and 
coarse rales throughout the right lung. A chest 
x-ray film showed a fairly homogeneous, somewhat 
irregular area of increased density in the medial 
portion of the right upper lobe. The tuberculin test 
was positive at second-strength purified protein 
derivative (PPD). Gastric washings were negative 
for acid-fast bacilli by concentration methods and 
guinea-pig inoculation. Convalescence following 
appendectomy was uneventful, and he was dis- 
charged on the ninth hospital day. X-ray study of 
the chest two weeks later showed no change in the 
chest shadow. One month later the patient was 
readmitted to the hospital for tonsillectomy and 
adenoidectomy. He was discharged after six days’ 
convalescence. 
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X-ray films of the chest were repeated at in- 
tervals of three or four months. The lesion in the 
right upper lobe appeared to diminish slightly in 
size over the first six months, but nine months prior 
to the last admission it enlarged slightly, advancing 
into the lateral portion of the lobe. At the same 
time an enlarged lymph node measuring approxi- 
mately 2.5 cm. was found at the right hilus (Fig. 
1). X-ray examination of the nasal sinuses four 
months prior to the present admission disclosed 
hazy density suggesting thickened mucosa through- 
out both antrums. A chest x-ray film five days prior 
to the present admission showed marked atelectasis 
of the right upper lobe, in addition to the changes 
previously described (Fig. 2). 

Physical examination at the time of the final 
admission revealed a slightly obese boy in no dis- 


Ficure 2. Roentgenogram of the Chest. 
Arrow points to collapsed upper lobe. 


tress. A few fine, scattered rales were heard in the 
lower right axilla. The heart was normal. 

The temperature, pulse and respirations were 
normal. The blood pressure was 120 systolic, 70 
diastolic. 

Urinalysis was negative. Two examinations of 
the blood done at widely spaced intervals over the 
eighteen months before the last admission showed 
a hemoglobin of 90 per cent (Talqvist) and white- 
cell counts of 15,000 to 17,000 with 75 and 85 per 
cent neutrophils, respectively. 

On the second hospital day diagnosis was es- 
tablished. 


| 

| 
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DiFFERENTIAL D1aGnosis 


Dr. Lewis W. Kane*: We might start by seeing 
the x-ray films, since I will have to base my dis- 
cussion almost entirely upon their interpretation. 

Dr. Stantey M. Wyman: These films were taken 
at the original examination and show an area of 
rather homogeneous density lying in the right upper 
lobe medially and slightly anteriorly. The right 
main bronchus and the bronchus to the right upper 
lobe, which can be seen on this film, are not remark- 
able. The lung fields otherwise appear entirely 
clear, and the heart shadow is not unusual. A large 
number of examinations were done subsequently, 
and these films have been selected in an attempt 
to represent some of the changes described in the 
protocol. The original process became considerably 
smaller, as is seen on the second film. Approximately 
nine months after the original examination, the 
process in the upper lobe has become more diffuse, 
extending out laterally into the first and second 
interspaces. At this time what was thought to be 
a lymph node in the right hilus was found for the 
first time. Subsequently, the mass regressed con- 
siderably but left this mass at the right hilus (Fig. 
1). Later, there was a spread in the first interspace. 
The last three films show apparently considerable 
collapse of the upper lobe, the minor fissure ex- 
tending up into the apex of the right chest (Fig. 2). 
It is impossible to outline the right upper lobe com- 


pletely, but this was considered to represent almost 


complete collapse of that lobe. 

Dr. Kane: Summarizing this case, we have an 
eighteen-year-old boy with a history of a progres- 
sive lesion in the right lung. He was studied ex- 
tremely carefully over a period of eighteen months. 
For the first nine months there did not appear to 
be much change in successive films but during the 
last nine months the change was marked. Ap- 
parently, the initial x-ray film was taken not be- 
cause the patient complained of any symptoms in 
the chest but because when he came in for acute 
appendicitis, there were certain signs that attracted 
attention. I should like to stress that in the entire 
period of observation he seems to have been in 
good health. Although he was slightly under par, 
he was apparently able to continue his activities 
without much interruption. 

For the purpose of clarity, I should like to divide 
the discussion into two parts: conditions that cause 
primarily involvement of the parenchyma of the 
lung; and obstructing lesions in the bronchial tree 
producing atelectasis and secondary involvement 
of the parenchyma behind the obstructed area. 
In the first group, we must consider the ever-present 
possibility of tuberculosis. I do not see how we can 
rule tuberculosis out in this case. We have to rely 
on the fact that repeated sputum examinations 
were negative. I should like to stress that despite 

*Assistant in medicine, Massachusetts General Hospital. 
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the fact that the lesion appeared to progress during 
the latter period of observation, the patient had 
no night sweats, anorexia or loss of weight. It seems 
to me that tuberculosis has to be seriously con- 
sidered, but I am unable to accept that as the diag- 
nosis in this case. 

Chronic lung abscess must also be considered, 
but again it seems unlikely, in that the patient 
seemed to be too well. There had been no recurrent 
acute exacerbations of involvement of the lung. 
There had been no sweats, anorexia or fever as far 
as we can tell, and no clubbing of the fingers. I 
would expect more in the way of symptoms if he 
had had a chronic lung abscess. 

Lymphoma, another condition that should al- 
ways be considered in these cases, does a great many 
strange things. However, I should like to have more 
to go on to make a diagnosis of lymphoma in this 
case. Localized pneumonitis and bronchiectasis 
undoubtedly occurred eventually, but I think they 
were secondary to an obstructive lesion, which leads 
me to the second group. 

If there is an obstructive lesion as the later x-ray 
films suggested, two conditions should be seriously 
considered: one is adenoma, and the other is car- 
cinoma. Of these, I believe that adenoma is more 
likely because of this patient’s age. The symptoms 
began when he was sixteen years old, and that is 
rather young for carcinoma but would be entirely 
in keeping with an adenoma. Although I am un- 
able to rule out carcinoma, it does seem unlikely 
in this age group. Somewhat against adenoma is 
the fact that he had no hemoptyses. There are 
certain types of adenoma that bleed easily, and 
others that are less likely to bleed. I think that he 
had an adenoma that did not bleed. 

There are several things that I should like to 
know; of course, the most important is the find- 
ings at endoscopy, if one was done, and I presume 
that it was. The second bit of information is whether 
or not there was any examination of the sputum for 
abnormal cells. I assume that it had been done and 
was negative. 

In summary, I think I can explain most of the 
findings on the basis of a benign bronchial adenoma 
with collapse of the right upper lobe and with 
pneumonitis and bronchiectasis behind it. 

Dr. Donatp S. Kine: I believe that I should 
comment on this case because I was the one who 
followed the boy for a year and a half and post- 
poned the procedure that should have been done 
earlier — namely, the bronchoscopy. When he 
came to my office originally he brought an x-ray 
film much like the one shown here today, but since 
seeing his doctor he had developed the symptoms of 
an acute appendicitis, so that I sent him back to 
his doctor, who sent him into the hospital for opera- 
tion. We discussed bronchoscopy at that time but 
agreed that it was not indicated. I then followed 
him with serial x-ray films for a year and a half, 
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wondering whether or not he had tuberculosis and 
being afraid that he did but not believing that there 
was enough evidence to establish the diagnosis. 
Fortunately, we did not hospitalize him, but in 
spite of this there developed a suspicion among his 
friends that he had tuberculosis, and last summer 
a doctor in New York refused to have his patients 
come to visit in this boy’s household. I was never 
able to hear rales, either moist or musical, on lis- 
tening to the chest. Dr. Wyman, from the x-ray 
standpoint, do you see enough evidence of diminu- 
tion in the size of the right upper lobe in the early 
films to warrant bronchoscopy? Of course, when 
the definite atelectasis developed the indications 
for bronchoscopy were clear. 

Dr. Wyman: The minor fissure on the right 
lies in a normal position on the films we have on 
hand taken prior to this episode. I believe that we 
should share the blame very definitely for not 
having suggested the bronchoscopy. 

Dr. Kinc: We talked about it often enough. 

Dr. Wyman: Not quite enough! 

Dr. Kine: Of course, tuberculosis could do this, 
could it not, Dr. Kane? Bronchial tuberculosis 
can give the picture of collapse of the right upper 
lobe. We have had this occur not infrequently in 
the sanatorium. 


CurnicaL DiacNosis 
? Tuberculosis. 


Dr. Kane’s Diacnosis 


Adenoma of bronchus, with secondary pneu- 
monitis and bronchiectasis. 


ANATOMICAL D1AGNosis 
Adenoma of bronchus, carcinoid type. 


PATHOLOGICAL DiscussION 


Dr. Tracy B. Matiory: Dr. Davenport, you 


bronchoscoped this patient. 
what your findings were? 

Dr. Lowrey F. Davenport: At the time of 
bronchoscopy the right-upper-lobe bronchus was 
very easily seen — more easily than usual because 
of the partial atelectasis of the upper lobe. Al- 
most completely filling the mouth of the right- 
upper-lobe orifice was a round, smooth tumor, 
which protruded into the lumen of the main 
bronchus at that level. It was possible to get 
quite a large specimen for biopsy. It was one of 
those cases in which there was the temptation 
to remove as much as possible of the adenoma. 
However, since the tumors bleed very easily and 
in the past we have had considerable difficulty with 
them, we decided to remove only an amount suf- 
ficient for diagnosis and not to attempt to clear the 
lumen. 


Would you tell us 
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Dr. Ma.tory: The bronchoscopic biopsy showed 
the characteristic picture of a bronchial adenoma 
of the so-called carcinoid type. The procedure then 
became obvious and a resection of the upper lobe 
was done. This showed a rather large tumor, which 
completely filled the bronchus to the upper lobe 
(Fig. 3). As so often is the case, only a portion of 
the tumor lay within the bronchial lumen and a 
considerable part of it was external to the bronchial 
walls, bulging out into the surrounding lung tissue 
so that it would have been quite impossible to re- 


Ficure 3. 


move it from within. Although enough might have 
been removed to have re-established airways, cer- 
tainly two thirds of the tumor still would have 
been left behind. The tumor was not encapsulated 
and showed a mild local invasion, but it had not 
spread to any of the regional lymph nodes. 

Dr. Kine: There was quite a little bronchiectasis 
beyond the tumor, was there not? 

Dr. Mattory: There was a marked cystic dilata- 
tion of the bronchi beyond the tumor with, however, 
remarkably little inflammatory infiltration of the 
walls. The bronchi were filled with mucoid secre- 
tion, but, at least at the time when operation was 
done, the infectious element was very small and 
most of the dilatation was based purely on ob- 
struction. 
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NEW HAMPSHIRE MEDICAL SOCIETY 


HOUSE OF DELEGATES 
Special Meeting, January 22, 1950 


A SPECIAL meeting of the House of Delegates 
of the New Hampshire Medical Society was 
held at the Eagle Hotel, Concord, New Hampshire, 
on Sunday, January 22, 1950, at 11 a.m., with 
Speaker B. Read Lewin presiding. 


The following members answered the roll call: 


President John P. Bowler, Hanover 
Vice-President Deering G. Smith, Nashua 
Secretary-Treasurer Deering G. Smith, Nashua 
Speaker B. Read Lewin, Claremont 
r P. Brassard, Laconia 
Walter H. Lacey, Keene 
ohn H. Meany, Keene (Alternate) 
ulius Israel, Berlin 
arjorie A. Parsons, Colebrook 
Everett C. Campbell, Woodsville 
Reginald K. House, Hanover 
Leslie K. Sycamore, Hanover 
Leslie E. McKinlay, N. Haverhill 
Harris E. Powers, Manchester 
Edward D. Hagerty, Manchester 
Richard T. Mulvanity, Nashua 
Frank P. Flagg, Nashua 
aymond H arcotte, Nashua 
Oscar Burns, Milford 
edward V. Putnam, Warner 
‘rancis Brown, Henniker 
Warren H. Butterfield, Concord 
William D. Penhale, Concord 
ouis G. Theobald, Exeter 
Frederick S. Gray, Portsmouth 
Donald W. Leonard, Exeter 
Albert F. Barcomb, Rochester 
Edna Walck, Dover 
\ddison Roe, Newport 
Dr. Speare, Claremont (Alternate for Dr. Lewin) 


Others present included George C. Wilkins, Man- 
chester, and James W. Jameson, Concord, trustees; 
Clarence E. Dunbar, immediate past president; 
Lloyd D. Wells, secretary-treasurer, Hillsborough 
County Medical Society; Dr. Joseph Garland, 
editor, New England Journal of Medicine; Frank J. 
Sulloway, Esq., counsel for the New Hampshire 
Medical Society; and John D. Langmuir, secretary, 
State Reorganization Committee. 

The next item of business was the report of the 
President, Dr. John P. Bowler. 

President Bowler spoke as follows: 


Some of our reports this morning are given somewhat 
out of order, by installments for convenience, and also 
because rather than a report of the President, this is, 
essentially, a report of the chairman of the Executive 

m mittee. 

For the sake of the new delegates at this meeting, I 
might say that after the annual meeting in June, with 

resignation of Dr. Metcalf, with the public-relations 
program that had been launched and with a rather 
group of experienced officers, an executive committee 
was appointed, since that seemed to be one of the consti- 
tutiona pepagetiaes of the President; this Committee 
consisted of the President, as chairman, the immediate 


Past President, the Vice-President, the Secretary-Treasurer, 
the Speaker of the House and one member appointed by 
the President. 

The Executive Committee has met several times; there- 
fore, these reports are, necessarily, more or less in con- 
nection with their recommendations as a committee. 


Secretary Smith then spoke as follows: 


The Executive Committee met at the Eagle Hotel, 
Concord, on September 18, 1949, with Drs. Bowler, Dun- 
bar, Lewin, Sycamore and Smith present. 

It was voted to accept the invitation of the Executive 
Committee of the Vermont State Medical Society to hold 
a joint meeting during the next month. 

It was also voted that Mr. Putnam, the new executive 
secretary, be authorized to attend the Confererce of State 
Secretaries and Editors at Chicago in November. The 
press release of his election was approved. 

e next meeting of the Executive Committee was held 
at the Woodstock Inn, Woodstock, Vermont, at 1:00 p.m. 
on October 23, 1949. Present were Drs. Bowler, Dunbar, 
Lewin, Sycamore and Smith, with Mr. Putnam and Mr. 
Spaulding sitting in. 

e minutes of the previous meetings were read and 
approved after correction. 

e idea of having the Blue Shield contract made a 
service contract, giving full surgical coverage to sub- 
scribers in the low-income group, was discussed at — 
It was emphasized that such a contract would help them 
to know exactly what they are buying, with no additional 
charge for any surgery performed. It was stated that this 
would meet the promise of full coverage by the proponents 
of compulsory insurance, and should assist Blue Shield 
in selling its contracts. Such a service contract was ap- 
proved by the Committee, and the Blue Shield was asked 
to establish top levels for the low-income group. 

Dr. Bowler’s letter regarding the reorganization of the 
tuberculosis agencies of the State was read and approved. 

e Arthritis and Rheumatism Foundation asked to 
have a state committee appointed, which the President 
was authorized to do. 

The American College of Radiology has raised the ques- 
tion of hospitals practicing medicine and has approved 
the Hess report adopted by the House of Delegates of the 
American Medical Resocioatens, A committee on hospital 
and professional relations was proposed by the Col 
It was voted that the Society have such a committee, and 
that its personnel be the members of the Executive Com- 
mittee. 

The meeting was recessed, to meet in joint session with 
the Council of the Vermont State Medical Society. Dr. 
Uptor, president of the Vermont society, presided at this 
first formal meeting of the two societies. ; 

There was a long discussion of making the Blue Shield 
surgical contract a service contract. It was brought out 
that the physicians do not receive more than the Blue 
Shield allowances for most low-income group subscribers. 
Dr. Bowler emphasized that the service contract is no 
reflection on the past performances of the physicians, 
that it is their proposal, not Blue Shield’s, and that it is 
an excellent plan from a public-relations standpoint. ; 

Upper limits for the lower-income groups were dis- 
out after $2000 for a single man, $2500 for a man and 
wife and $3000 for a family (total income) had been pro- 

. Some of the Vermont doctors favored lower !imits, 
and this matter was left for a subsequent discussion. It 
was agreed that the eligibility of a subscriber for a service 
contract must be decided by Blue Shield, and not by the 
oot who should have the right to appeal, however. 

t was brought out that certain allowances to physicians, 
such as those for anesthesia, surgical assistant and com- 
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plete obstetric care, are too low, and it was decided that 
these and possibly others must be increased if a service con- 
tract is adopted. 

No formal vote was taken, but the service surgical con- 
tract was approved with the understanding that it would 
be pro to each county secretary for approval and for 
the discussion of the upper limits. 

Dr. Bowler suggested that the Vermont State Medical 
Society have its annual meeting with our =e at the 
Mount Washington Hotel next fall. The idea was favorably 
received and will be considered by the Vermont society. 

The joint meeting was adjourned, and the meeting of 
the Executive Committee resumed. 

The request of the Commission on Alcoholism for a co- 
committee from this society was approved, and 
the President was asked to appoint such a committee. 

The suggestion of the Keene Sentinel that weekly health 
letters be written by the State officers was disapproved. 

The dropping of members for nonpayment of dues was 

iscussed, and it was voted that a member be dropped 
from the Society only when the county-society secretary 
notifies the Secretary of the New Hampshire Medical 
Society that he has been dropped from the county society. 

It was brought out that the $40 dues may be a hardship 
to physicians still in training. Accordingly, it was voted 
to pro to the House of Delegates that the dues of 
physics ns who are in internships, residencies or fellowships 

$5 annually. 

A meeting of the Executive Committee early in Decem- 
ber was decided upon. 

The meeting adjourned at 5:30 p.m. 

The next meeting of the Executive Committee was held 
on December 18, 1949, at Hanover, at 2:30 p.m. Present 
were Drs. Bowler, Dunbar, Lewin, Sycamore and Smith, 
with Mr. Putnam sitting in. 

The minutes of previous meetings were read and approved. 

The Treasurer's Report and the Budget for 1950 com- 
bined program for public relations were presented and dis- 
cussed. It was voted that copies of these be sent to each 
delegate in advance of the special meeting, to be called by 
President Bowler on January 22, 1950, at Concord, New 
Hampshire. 

The sending of the New England Journal of Medicine to 
all members was pro , in lieu of the dropping of the 
Transactions, except for the list of members and the obitu- 
aries. The cost of the Journal would be $6 annually, com- 
pared with the 1950 cost of $1.50 for twelve issues. 

e necessity for having some physicians edit the 
Bulletin was brought up. 

It was suggested that the physicians be urged to do more 
speaking before lay groups. 

It was voted that the program of public relations, as 
outlined by Mr. Putnam, be continued until the next 
session of the House of Delegates. 

The payment of $600 or more to the Benevolent Fund 
was deferred, because of the slow payment of assessments. 

It was thought best not to pay the expenses of state 
chairmen to national meetings of their respective com- 
mittees. 

After the discussion of the state and American Medical 
Association dues, payment of which might be difficult for 
certain physicians, it was voted to recommend to the House 
of Delegates that the dues of physicians who are in intern- 
ships, residencies, fellowships or in active military service 
for six months in any calendar year be $5 annually, and 
that the dues of any physician for whom the payment may 
be a dire hardship may be remitted upon certification of 
his county society secretary. 

It was the consensus that a complaint committee on a 
state-wide basis might be valuable but, rather than have 
a separate committee, that this work could be done by the 
councilors. 

The Executive Committee voted to approve the group 
accident and health insurance plan of the Metropolitan 
Casualty Insurance Company of New York, which has 
been in effect for nine years, and has been formally ap- 
proved by the county societies. 

The meeting was adjourned at 7:00 p.m. 


On motion duly made and seconded it was voted 
to accept the report. 
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President Bowler then explained that a report of 
1949 expenditures and receipts, as well as a budget 
for 1950, with estimated receipts and expenditures, 
had been sent to the delegates. This budget was 
not complete, in the sense that it was not balanced 
to the point that there would be a surplus if the in- 
come were as estimated. In the first place, the 
officers were not certain of the income. They knew 
that, in a sense, $3500 had been borrowed from the 
reserves of the Society in the hands of the trustees. 
Also, there had been a good deal of discussion last 
year about reactivating the Benevolence Fund, 
upon Dr. Wilkins’s suggestion that a fund below a 
capital item of $10,000 was not very realistic, so 
far as performance was concerned, so that that 
might have something to do with the difference in 
the two sheets, which was roughly $6000. 

The so-called educational campaign was the 
largest item of expense. It constituted about $25 
per member in the total expenditure. As far as the 
budget was concerned on the campaign, it would be 
put on a monthly basis, for control. Regarding the 
over-runs, the delegates, technically, might or 
might not be able to commit the House beyond the 
meeting in the fall. 

Commitments during the next year, which had 
previously been made, such as the expenditure for 
the Transactions, had to be met. The Executive 
Committee believed that an abstract of the meet- 
ing and the proceedings, the membership list and 
the obituaries, from the historical standpoint, could 
be accomplished with much less expenditure of 
money. 

Receipts were somewhat increased over the pre- 
ceding year by virtue of the fact that some of the 
last year’s assessments were stil) unpaid. President 
Bowler was of the opinion that the Executive Com- 
mittee should be authorized to run this budget, and 
to shave as much of it as was consistent with getting 
the job done, on a monthly distribution control. 

At a special meeting of the Vermont State Medical 
Society the House of Delegates had voted the ap- 
proval of a joint meeting with the New Hampshire 
Medical Society this year. A primary consideration 
in this decision was a good attendance. In addi- 
tion, the two societies expected to have more 
problems in common than most contiguous states 
had. Both were small and limited in resources. 
The acceptance of the invitation by the Vermont 
State Medical Society would also make some dif- 
ference financially. The income of the exhibits, 
under most circumstances, amounted to a consider- 
able item. New Hampshire had not had an exhibit 
income of any consequence since it went to New- 
castle. The combined meeting at the Mount Wash- 
ington House in September would be a good deal 
more attractive to exhibitors. 

Last June there had been some discussion about 
changing the program, so that the meetings of the 
House of Delegates would start on Sunday after- 
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noon, in order to get through with the business of 
the House so that the Delegates could attend the 
general sessions. The New Hampshire Surgical 
Club would also be included in the meeting and 
had spoken about running the golf part of the pro- 
gram on Saturday. Then the scientific sessions 
would be on Monday and Tuesday. 

The Sunday morning meeting was adjourned at 
12:50 noon. Dinner was served at this point. 

The meeting of the House of Delegates recon- 
vened at 2 p.m., with Speaker Lewin presiding. 

Mr. John D. Langmuir, secretary of the State 
Reorganization Commission, addressed the meeting 
as follows: 


On the affairs of organizing the State nment, there 
are some matters that concern health. Most of them do 
not concern health. 

The Reorganization program has what might be called 
four major objectives: 

To reduce the cost of State government. And I believe 
there isn’t anybody in this room who doesn’t say that 
government, in general, costs too much money. 

To increase the efficiency of State government. And 
there isn’t anyone here who doesn’t want that. 

It is the intent to consolidate and co-ordinate the dupli- 
cating functions that are bound to be present in 85 State 
Departments, whereas in 1932, we had 53. 

e last purpose of the work is to reduce the number 
of the agencies, with a view that no governor and no 
= es can direct 85 different departments, and any 
of you who have had any contact with the governor of the 
State of New Hampshire know that he cannot govern 85 
different agencies, any one of which can deal with him 
directly if it . 

In our one hundred and sixty-six years of life, the State 
government has never been reorganized. We had a try at 
a report by the Brookings Institution in 1932. You will 
remember that Governor Winant got the my In- 
stitution and the Carnegie Foundation to give him $30,000 
or so for this report, and when it was done, primarily be- 
cause the Legislature had no part in it, and the people had 
no part in it, there was no support, and, almost wholly, 
the recommendatiogs failed. 

About ten or fifteen states have 
themselves, including Minnesota, Maine, Virginia and 
New Jersey (quite recently). New Hampshire never has 
done so. It is difficult to reorganize a government, because 
since there is no compulsion to improve methods, the ad- 
vantage is always given to those who are there to resist 
the change, and changing is, therefore, far harder in govern- 
ment than anywhere else. It is for that reason that the 
act was written in a special way. The ordinary bill going 
into a legislature has to have the approval of the house, 
and then of the Senate, and then of the Governor; it has 
to have three approving votes of the three parts of the 
State government to become a law. 

Under the Reorganization Act (H. R. 427) that was de- 
liberately changed. The Legislature delegated a portion 

its power, to the extent that the Governor now has the 
authority to take the recommendations of this Reorganiza- 
tion Commission, which he got last week, and to prepare 
from them some bills to be brought before the House and 
the Senate in the coming special session. Those bills can 

me law at the end of twenty-five legislative days, 
which would be, on a three-day session, eight weeks; they 
would become law, unless both houses, not one, voted 


Now, as you can see, that gives a likelihood of adoption 
of the Reorganization Plan. The opposition is considerable, 
and we expect much more. Some members of the Cancer 
Commission are extremely able, and they have very con- 
sidered and very choughtiul opinions. We are having and 
shall continue to have a difficult time in some of the areas 

reorganization. 

We hired Princeton Surveys, in New Jersey; they have 
had many years of background in reorganization of govern- 


ment, and mostly state governments. They came up here 
and interviewed most of the conte, and left with 

hem detailed questionnaires about their budgets, expen- 
ditures and personnel, activities, history, and so on. Out 
of that, they got these so-called departmental statemen 
and they took them down to New Jersey with them a 
looked them over for a period of weeks. They dove-tailed 
them together, such as in the field of health, welfare, pub- 
lic safety and public works, and there were some fifteen 
areas and categories in which they could file these 85 de- 
partments. age done that, and studied the groups 
within each file, they decided that certain changes were 
logical to suggest. ey made the suggestions in the form 
of —— on the reorganization. 

y this time, the money was nearly gone. We had 
allowed them $7500. Their minimum is usually $50,000, 
and their maximum is $250,000. Consequently, these 
experts could only do part of the work. They took 
proposals and found that discussions with citizen groups 
and a good deal more research were necessary. 

The Governor took the nine-man commission and ex- 
panded it to forty-three persons. He added more than 
thirty volunteers, the other nine being volunteers, too. 

people have held, as a commission, 23 meetings of 
a day each. Subcommittees have held 108 meetings 
of more than half a day each, with no pay for travel, ex- 
pense or anything else. 

There were 20 departments in which nothing has been 
done; 14 have been placed within what might be called 
two or three conference groups. One is Resources and 
Development, the field of Fish and Game and Water 
Resources, Water Pollution, Planning and Development. 
They have been brought into a common area, where 
can discuss common problems and maybe arrive at con- 
clusions that will help them. 

In the field of Welfare and Institutions, we have Glen- 
cliff, the Industrial School, State Prison, Laconia Sch 
Soldiers’ Home, and they all have housekeeping a 
management problems to discuss. So we sct up an interde- 
partmental conference of those groups to discuss questions 

common interest and to come back with recommen- 
dations. 

Then, we have gone farther and we have made some 

roposals. Incidentally, the Board of Medicine and the 

partment of Health would not be changed at all. 

Our information has come, in part, from citizen secre- 
taries in the various counties; these secretaries have the 
minutes of their meetings, but they do not make any 
copies for other members of the boards. They have lists 
of their members, but nobody else has them. So that if 
one of these secretaries away for a couple of weeks, 
nobody has any means of answering the letters. 

So the proposal is that since the State has accepted 
the responsibility for the examining functions, the State 
has some obligation to see that a duplicate record of 
meetings is kept and so forth. The Society is doing that 
now through the Secretary, who is a State health officer. 

The Reorganization Commission proposed putting three 
departments — Cancer, Fire Marshall and Veterans 
Council — into a modified kind of a consolidation. It is 
recognized that all three fields are vitally important. 

On a vote taken last Wednesday by the Reorganization 
Commission it was decided that the Cancer Commission 
would continue and appoint its executive exactly as 
now, with only the same approval it now gets from the 
Governor and Council. The Commission would prepare 
and control its own budget and make and control its own 
policy, exactly as at present. 

A certain indirect increase in co-ordination with the 
Health Department would develop by placing on the Cancer 
Commission the State Health cer, ex-ofiio, without a 
vote. Therefore, the voting strength on the Cancer Com- 
mission would be unchanged. On the housekeeping _ 
the Health Department would furnish the office space a 
the office personnel to the Cancer Commission. 

We think that that is such a very modest change that 
there should be no objection. It leaves the authority con- 
trol to such a degree that we hope we can work out wi 
those in the field some kind of co-operative understanding. 

On the Fire Marshall and the Veterans’ Council, it is 
a similar proposal. 
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We would place the Alcohol Commission within the 
Department of Health, continuing the Commission ad- 
visory to the Department of Health. 

We would have integrated groups set up. 

One of the weak things in the State has been the load of 
detail upon the Governor. We pro reducing it and 
assigning it to the Department Administration and 

ntrol. 

Another big weakness is that we have had institution 
heads not selected for their knowledge of business or their 
knowledge of construction or supervising the business 


of the State Hospital at Laconia, for example, or other 
places, or, I might say, the purchasing or the construction 
part of it, and we think that they ought to be tied in, on 
the —— side, to the Highway Department, which 
would be cal 


led the Public Works Agency, and, on the 
business side, to the Administration and Control. 

We have had Bigelow, Kent and Willard, industrial 
management engineers, who have done work for the 
General Electric, Gillette, Champlain Box in Rochester 
and many others, study the State Highway Department, 
and, quite between ourselves, the Commissioner of High- 
ways has said that he can point, now, to savings resulting 
from the Bigelow report, at the rate of $500, a year, 
with no decrease in efficiency of the work done by the 
Department. We have spent around $25,000 on the Bige- 
low work so far, to get $500,000 in savings out of one 
department, so that that is not a bad investment at all. 

ne of the recommendations was for increased revenue 
collection and checking at the State Hospital, and how to 
do it. They are getting it. There have n some econ- 
omies on a smaller scale applying to welfare and pur- 
chasing and the like. 


Secretary Smith then presented the following 
report: 


I am pleased that the membership of the Society is the 
gevetest in its history — 633 physicians. But there are 
5 others in the State who are not members, and as the 
secretaries of the county societies well know, every effort 
is being made to enroll them, although probably 75 per 
cent are retired from practice. 

I regret that I have been unable to attend a meeting 
of every ye society, but I have enjoyed the hospitality 
of Belknap, Cheshire, Hillsborough, errimack, Strafford 
and Sullivan counties. 

In addition to the meetings of the Executive Committee 
I have attended a meeting of the Council of the New 
England State Medical Societies in Boston; the Con- 
ference of State Medical Association Secretaries and 
Editors, the Public Relations Conference — both held in 
Chicago; and the Clinical Session of the American Medical 
Association in Washington. 

The Council of New England State Medical Societies 
had to postpone its jae —_ and dinner in honor 
of the mem of Congress from New England and the 
editors of its newspapers. I believe that we can take 
pride in the fact that the idea of the meeting was well 
received in New Hampshire, with cumutease to 100 per 
cent of the physicians invited and 75 per cent of our prospec- 
tive guests. Your reaction is desired to a round-table dis- 
cussion of our problems, our medical leaders meeting with 
the newspaper editors of the State. 

At both the Chicago and Washington meetings there 
were reports of the excellent public-relations value of 
ale ro committees. The House of Delegates of the 

merican Medical Association voted to urge all state 
ieties to establish such committees — to hear any com- 
ints of the public. It also asked every county medical 

an effective plan for handling emergency 


The matter of raising money to finance the broadening 
program of the tion was thoroughly discussed. The 
revenue of its publications has financed the organization 
since its beginning — and for the first time in its history, 
dues are necessary. It was unanimously voted to establish 
membership dues of $25 for this year, to be collected by 
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be exempted from paying the American Medical Associa- 
tion dues. This would include life members, interns and 
those for whom the payment of dues would corstitute a 
financial hardship. 

Since the beginning of this year the following 1949 dues 
and assessments have been received, and a note of them 
should be made on the “Standing of County Societies” 
printed on the budget sheet sent you previous to this 
meeting: 


Further attenpts must be made to collect the assessment 
from the one third of the members who have not paid it. 

The New Hampshire Dental Society, through voluntary 
contributions of its members, has just sent this society 
$600 to further the campaign against socialization of 
medicine. The dentists expect to increase this amount 
during the year, and it is hoped that other groups and 
individuals will assist in the campaign. 

The following letter, received this week by Ernest E. 
Irons, M.D., president of the American Medical Associa- 
ose is an excellent example of the growing interest of the 

ymen: 


I cannot put M.D. after my name but I can, at least 
for a while, still put U.S.A. As a consequence, please 
accept the enclosed check for $25 as a slight token of 
regard for my doctor and all his colleagues. ese are 
my “dues” as a citizen, and I hope they will help in 
your fight against socialized medicine. 

A people without guts are soon a nation without guts, 
and if it should become necessary to remove any part 
of mine, ] want to pick my man and pay his charge 
without a precinct captain getting his nose in my an- 
atomy. 


President Bowler has appointed these committees to 
study and attempt to solve certain problems that have 
arisen: 


ALCOHOLISM: 
Dr. John H. Branson, Concord, Chairman 
Dr. John B. McKenna, Hanover 
Dr. Bernard B. Robinson, Tilton 


PRoFressionaL RELATIONSHIPS: 


Dr. Donald W. Leonard, Exeter, Chairman 
Dr. Loren F. Richards, Nashua 
Dr. Ralph W. Tuttle, Wolfeboro 


Banks: 
Dr. John B. Holyoke, Hanover, Chairman 
Dr. Howard L. Elliott, Manchester 
Dr. Clinton R. Mullins, Concord 


DiaBetes AND Its Detection: 
Dr. Jackson W. Wright, Hanover, Chairman 
Dr. Clarence E. Dunbar, Manchester 
Dr. Elijah L. Levine, Portsmouth 


In the steadily increasing amount of work, I have had 
the full co-operation of the county secretaries, every mem- 
ber of the Executive Committee, and the Executive Secre- 
tary — Public Relations Counsel. I hope that the members 
of the House are fully aware of the amount of time spent 
and distance traveled by both Mr. Putnam and me in 
carrying out your request to oppose all forms of Govern- 
ment-controlled medicine. It is my belief that the public- 
relations and educational campaign should be continued 
under Mr. Putnam’s able. direction during this critical 
year. 


Dr. Parsons moved that the report of the Sec- 


retary be accepted. 


This motion was duly seconded and was carried. 
Speaker Lewin then stated that the Executive 


each state society in the same method that is used in the 
collection of its county and state dues. Any member who 
is exempted by his county society from paying dues may 


Secretary would not give his report here today; it 
had been published, and each delegate had a copy. 


County Dves ASSESSMENT 
medi cals. 


Mr. Putnam then referred to the following com- 
bined report of the Public Relations Counsel and 
Executive Secretary: 


The following is a summary of the campaign to da 
with some for the 


Office Maintenance 

Good office and administrative management is an asset 
to any organization. This is especially true of a professional 
group, w individual responsibilities preclude atten- 
tion to details of organizational management. The Soci 
is now in the advantageous position of having its execu- 
tive office already established and functioning through a 
unique ment public-relations 

is office is equipped to continue to serve Society’s 
needs on a much broader basis and infinitely more eco- 
nomical than could be done under any other arrange- 
ment. In the first place, the clerical and Professional 
staff is so closely interwoven with public-relations counsel 
that services of many people are constantly at the dis- 
posal of the ap | to — out varied and sundry func- 
tions for Society officers and mem 

Included under this heading are the many respon- 
sibilities that make up office maintenance. The 
tion and filing of much of the Society’s correspondence, 
in fire-proof cabinets, is handled by clerical staff mem- 
bers. Ou ing correspondence in ever-increasing amounts 
is prepared and processed by office personnel. All mime- 
ographing, typing and maintenance of address plates is 
provi or. 

This office is the clearing house for information from 
officers and members of the Society, and the place where 
requests for data and service are channeled to proper au- 
thorities. It is the focal point from which emanate in- 
formation to standing committees, notices and informa- 
tional material to all members and composition and 
dissemination of administrative details in connection 
with the Society’s ay 

Centrally located, this office is easily accessible and 
conveniently situated to provide a meeting place for all 
mes committees w clerical assistance is always 
available. 

The question of answering the ever-increasing amount 
of correspondence Ge Society daily has long 
been a major problem. use the Society, up to 
time, has not been in a position to handle this detail ade- 
qua there has ensued confusion and inconvenience, 
and since more and more individual members of the 
Society are utilizing the facilities of the executive office 
n 


Public Relations 


Experie of applied 
more clearly than words 


ublic relations in 1949 show 
e need for a continuation of 
ublic relations to be to the varying needs of the 
iety. On numerous and ever-increasing occasions mem- 
bers of the profession have sought the services of public- 
relations counsel. 
Public relations is and ought to continue to be the link 
between the Society and all public, state and federal 
ncies; the newspapers and radio stations of the State; 
executive and legislative branches; the professional 
and allied professional groups whose business places them 
in contact with the Society as such and the medium by 
which the Society is able to progress in its endeavors to 
mngease its relations with others in all walks of life. 
blic relations will have an ever greater meaning in its 
applied use in 1950. 
f low-cost insurance is approved at the Blue Cross- 
Blue Shield level there will a need for working more 
ly than ever before with members of the profession, 
hospitals, lay groups, administrators of the service plan, 
other insurance companies and press mediums. 
Society will obviously place itself in a favorable position 
if some sort of service program is worked out, and it will 


be only common sense to take full advantage of this posi- 
tion, which can be emphasized through good public rela- 
its allied attributes. | 


tions and 
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If a low-cost insurance plan is not adopted the public- 
relations job will be a greater one. After carrying on this 
educational campaign in 1949, aimed at pointing up the 
national health issue, there appears to be some answer 
between what the Government offers and what is now 
available in the field of insurance. 

It is reasonable to assume that public pressure, being 
what it is and recognized as a ent force, will require 
affirmative action on the part of the Medical Society. If 
nothing is done in 1950, it is equally reasonable to assume 
that there will be a deluge of questions, all of which will 
result in the need for more public relations. 

It is not within the province of public-relations counsel 
to find the answer to this lexing problem; rather, 
there is the responsibility pointing out that from a 

ublic-relations viewpoint something constructive — either 

m the standpoint of more — insurance, medical 
cost adjustments or some other recognition of public 
catering — will in all probability have to be undertaken 
to offset the threat of socialized medicine. 

Unless standing Society committees can effect ways of 
vastly improving existing health agency and facility func- 
tions to devise ways and means of combating Government 

for compulsory health insurance, over and 
yond ways already utilized, the Society may well be faced — 
as will the entire profession — with a very real and in- 
volved public-relations problem. 


Liaison 


In considering a new program for 1950 the question 
of a liaison service should be given serious consideration. 

experiences during the past three months have in- 
dicated a growing for such activity and it is surely 
reasonable to conclude this will increase. Liaison 
service might well be classified in three parts: 


Executioe. As already demonstrated in 1949 many 
groups, organizations and individuals have frequent 
need for communicating with someone of authori 
within the medical profession. The executive office is 
the natural first contact and the executive secretary 
the logical person through whom additional . contact 
is made. It appears certain that now that the Society 
has been regarded throughout the state as a going 
concern these so-ca contacts will occur in ever in- 
creasing numbers and the need for liaison more demand- 


1 e 
"te must be assumed, then, that liaison work in 1950 
will be with the Governor, Executive Council and 
legislative committees, members of the Reorganiza- 
tion Commission and other public committees, age 
and units of the state and federal governments, hospital 
trustees, insurance representatives and other groupe. 
Semiprofessional. Into this category would be placed 
many and varied contacts necessary between the 
Society and its own membership, members of the New 
Hampshire Dental Society and other allied professional 
ups. Experience has indicated that the emphasis 
8 | more and more to utilizing the executive 
office and in turn the executive secretary for all lay 
association and to a large degree semi-professional 
citing experie ken f the 
. n ex neces taken from 
three months’ pene hy it is found that much good will 
for the Society and for certain physicians in particular 
comes from having executive office personnel available 
to whom la ba mage may be referred. This develop- 
ment as a fu n of a liaison service should and un- 
doubtedly will be encouraged throughout 1950. 


Field Representative 

Acting for the as field representative is 
another function to pulllic-relations 
This phase of organizational work is both effective and 
necessary in carrying out a full-scale y operatio 
even though it has to be done! in a more or less limi 
fashion owing to the cost factor. 

Having someone from headquarters make periodic 
visits with county-society officers and members enables 
a smoother working organization all around and pro- 
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vides for an exchange of opinion and information avail- 
able in no other way. Many societics devote a full-time 
— to the handling of field representation. In New 

ampshire this is both unnecessary because of the size 
of the parent organization and prohibitive from a financial 
standpoint. It is possible to cover this function ade- 
quately, however, along with the basic assignment of 
public-relations counsel and executive secretary. 

A broader scope of field work could well be worked 
out in 1950 to include periodic visits with hospital trus 

ital professional staffs, county-society officers a 

committees, for the purpose of helping these units develo 
their own activities and co-ordinating these efforts wi 
the work of the parert organization. Schedules could well 


be set up to provide for a minimum amount of travel ex- 
pense whereby the Society’s executive-office person 
would be available to these groups for consultation and 


service. 

It would be next to impossible to visit physician, 
to attempt to render persona! service at that leve . How- 
ever this same type of service could be provided for, 
with the same results, by periodic visits with physicians 
= greene as members of hospital staffs. purpose of 
such visits would be to answer questions about activitics 
at the State level, explain or assist in certain phases of 
the educational campaign or for direct service in the 
preparation reports, studies or other documentary 

perwork, and to work out at the a or communit 
level such problems as each hospital professional sta 
might care to delegate. 


Educational Campaign 

The extent of the educational campaign in 1950 will of 
sity be pretty much k to the theme of the Ameri- 
Medical Association. It is known that emphasis will 
hifted from outward combating legislation favori 
lized medicine to a more affirmative approach throu 
added medical service and adoption of new medical pu 
lic relations. It is also known that a national newspaper 
advertising campaign is being considered. This will ob- 
viously require changes in the tactical approach to the 
problem of education at the state level. 

According to both rge Lull, general manager 
of the American Medical Association, and Mr. Clem 
Whitaker, national education campaign, New Hampshire 
was among the top ten in effective campaign tactics 
during the year. New Hampshire remained the only state 
in New England to develop this state-wide effort and one 
of two states in the entire eastern section of the country. 
The purpose of this effort is recognized as — of more 
than local value. Dr. Irons made it known rather diplo- 
matically when he stated that New Hampshire’s sena- 
torial membership might well control the reins as far as 
compulsory health insurance legislation is concerned in the 
next Congress. If the Republicans again get control of 
the Senate it is to be assumed that Styles Bridges would 
be returned to the Chairmanship of the Senate Appropria- 
tions Committee. By the same token and on the same 
assumption, Senator Charles W. Tobey would be returned 
as chairman of the Finance Committee. Thus, the cam- 

n effort in New Hampshire could well continue to 
poise more than state-wide importance. : 

But changes in the tactical approach to the oun of 
education, regarding legislation for compulsory ealth in- 
surance, will obviously have to be shifted to incorporate 
new ideas. One of the strongest affirmative answers to 
this will be effective action on the part of the Society in 
developing a broader coverage of voluntary insurance. 
It is nized that the Society is not in the insurance 
business. It is interested, however, in medical econo 
So are the people. The continuing campaign could well 

Spe cif iy of ional ign ought to be con- 

ifica e educational campaig 
eened | to a , mond consistent with the national effort and 
to keep pace with the American Medical Association and 
other state societies w effort has been along the same 
lines as that carried on by the New Hampshire Medical 


Society. 

If the newspa advertising program is carried out 
the program ought to be geared not only to this effort 
but also to the messages carried in the advertisements. 
It is to be assumed that advertising would poi 


nt up cer- 
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tain affirmative actions to be undertaken by the profession. 
It therefore would be inconceivable that the New Hamp- 
shire educational effort would be anything but in line 
with the national professional policy and tabbed closely 


to it. 

The 1950 educational effort then should be considered 
in terms of four individual phases: tie-in with national 
advertising program; literature distribution and displays; 
egeeiies program; and development of an affirmetive 
platform pertaining to insurance, health needs, medical- 
care coverage and medical economics. 

As a part of the educational campaign for 1950, 
vision ought to be made to continue state-wide availability 
of omeses literature, pictures and displays. There is 
strong likelihood that a part of this effort will be under- 
taken by the Woman’s Auxiliary, New Hampshire Asso- 
ciation of Accident and Health Underwriters and the New 
Hampshire Dental Society as well as Blue Cross-Blue 
Shield. It is of paramount importance, too, that the 
speaking-program function of the campaign be continued. 

is has developed into a very formidable and potent 

around the State and has proved effective and worth 
while in that it results in the passage of individual resolu- 
tions and the sending of individual communications to 
members of the co ional delegation. Al! activity, 
however, will have to be launched and directed by public- 
relations counsel. 

Resolutions are important. The American Medical Asso- 
ciation national education campaign headquarters has 

uested that this phase of the someeee be encouraged 
and definitely continued through 1950 because of the 
strong likelihood some form of compulsory health in- 
surance will be introduced before the end of the second 
half of the 81st Congressional session. Individual letters 
and communications to members Congress and the 
President are direct, grass-roots indication of opinion. 


Publicity 
As public-relations counsel has repeated nted out, 
food public relations makes for pub Fe Duri 
949, the Society carried out an effective program 
public relations and equally good publicity. When it is 
realized and nized that more than 225 feet of news- 
aper space in the New Hampshire daily, weekly and 
unday newspapers has been allocated the medical pro- 
fession’s educational neces and other activities, it 
must elso be recognized that there appears to be public 
interest in what doctors do. 

Members of the — ought to know that prac- 
tically all of the 225 feet of newspaper space was written 
by public-relations counsel and placed directly with the 
various newspapers. It is interesting”’to note and worthy 
of comment that newspapers throughout the State are 
now willing to accept informational and educational” ma- 
terial from the Society’s public-relations counsel and to use 
this material, almost without exception, without Geenee. 
This single factor places the Society in a most favorable 
position with the newspapers and makes the whole task 
of oy with the press advantageous to the Society as 
a whole. 

Publicity in 1950 will obviously be keyed to the various 

hases of the educational campaign, the affirmative plat- 

m adopted by the Society, functions of various attend- 
ing committees, actions and functions of the Society’s 

cers, Society’s speaking program, liaison work, field 
representation, reports of meetings, publicity in connec- 
tion with the commercial exhibits, annual meeting, county 
meetings and over-all Society affairs. In total it should 
constitute a rather sizable effort if experiences of 1949 can 

used as a criteria. 

On the basis of current advertising costs of $19.80 per 
inch for newspaper space utilizing all the daily news- 
papers in the State and the Sunday publication - 
ng the weekly publications — costs for 225 feet of 
Newspaper space comes to $53,460. 


Research and Writing 


More and more members of the Society are utilizing the 
varied services offered through the executive office. 
services include those associated with art work, draw- 


ings, display making as well as research and writing. On 
occasion the staff has turned out speech and other 


tional material for individual physicians. With this type 
of service available, it is to be assumed that more and more 
doctors will put it into use during 1950. A number of dis- 
plays have also been made up for use by the Auxiliary. 


Commercial Exhibits 

Since the Society has already made plans to return to 
its former — of encouraging commercial exhibits 
at its annual convention in 1950, considerable groundwork 
has been done to provide for this event. This is of course a 
revenue undertaking of some significance and will result 
in from $3000 to $4500 income for the Society, depend- 
ing upon whether it is to be a joint meeting with the Ver- 
mont State Medical Society or a single affair sponsored 
by the Society. 

Heretofore functions of commercial-exhibits manager 
have been handled by a member of the medical profession, 
who has had to take time out from his own practice to 
devote a minimum amount of time to the details involved. 
He has been forced also to engage clerical assistance to 
take over much of the paper work necessary in connection 
with such an undertaking. 

The public-relations counsel has already devoted con- 
siderable time and preparation into planning for this 
convention in 1950. Space plans and costs now await final 
approval by Society officers and the Committee on Arrange- 
ments. More than 500 letters have already been written 
through the executive office to potential exhibitors and 
interested persons advising them of the scientific program 
and other features of the 1950 annual —> 

The executive office has plans ready for so oe 
Many requests for floor space have already been received. 

Considerable work will be involved during the spring, 
when final arrangements will be completed, and again 
during August and September just before the convention. 
Since responsibility for managing this affair has been 
turned over to the executive secretary and public-relations 
counsel much personal attention to all accompanying 
details will have to be given. 

Conclusions 

It is recommended that the following be included in the 
Society’s 1950 program of education, public relations and 
executive adm‘ nistration: 

Continuation of existing executive office arrangement 
with its many and varied clerical and professiona! services 
constantly available to officers and members of the Society, 
its auxiliary and component societies. 

Continuation of public-relations effort on an expanded 
basis, with full recognition of its advantages to the Bosiety 
from the standpoint of good will, service and improved 
lay-professional relations. 

Development of a broader and more constructive liaison 
service through closer association between the executive 
office and professional hospital staffs, hospital trustees, 
insurance companies, alli professional groups, news- 
papers, news mediums and lay groups. 

Development of a field service to provide various county 
societies with full utilization of the Society’s public- 
relations and executive secretarial staff organization. 

Continuation of the educational campaign more alo 
the lines of a quatiaing, effort and yet consistent wi 

i 


the pace that may be dictated by coming congressional 
events or by the American Medical Association national 


campaign. 

Provisions to continue effective publicity in 1950 at 
least to a degree consistent with affirmative action on the 
part of the iety and in keeping with progress of the 
educational campaign and applied as a service phase of 
public relations and carried out in connection with func- 
tions and developments of general news stories and ac- 
tivities of the Society. 

Continuation of some publication, preferably on a 
monthly basis, as a means of direct communication with 
the profession and its allied professional and lay asso- 
ciations (an inexpensive bulletin is recomme 

A nominal amount of research, writing and art work, 
which has been provided for in the over-all service charge 
(availability of these services is to be afforded through 
public-relations counsel and the executive office). 
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Continuation of the present arrangement whereby the 
public-relations counsel and the executive office will handle 
details in connection with the 1950 annual meeting. 


Utilization of all agency clerical and professional staffs 
in connection with functions relating to duties of public- 
relations counsel and executive secretary, making avail- 
able to the Society, the Auxiliary and component societies 
the services of all agency personnel together with use and 
and equipment for the pcriod Janua to January 1, 
1951. The service charge iit be $10,900. 


Estimated expenses for 1950 are as follows: 


Telephone toll cha and telegrams ................ $370. 
2000 more Society letterheads engraved) ............ 
2000 more Society envelopes 35.00 
‘ostage for regular mailing 
ial permit for mailing newsletters................ 20.00 
Postage meter tage newsletters (0.01 each, and 
Engravings, regular 55.00 
Engravings in connection with annual meeting ........ 135.00 
Printing in connection with annual meeting........... 225.00 
Newsletter (2000 each month) ........... 1,100.00 
Travel within the State 1,200.00 


COC 


Emergency expense to take care of something extra that 
may come up during year .... 


alg 
sis 


Total costs (expenses estimated): 


These expenses are obviously in connection with all 
ad ministrative and other costs in connection with t- 
ing the executive office and public-relations cou 


Estimated income for 1950 is as follows: 


Membership d $24,000. 
Estimated income from New Hampshire Dental one 
$28,000.00 
Estimated costs of program ........ 15,950.00 
Estimated balance for other disbursements ......... $12,050.00 


Payable at rate of $909 per month (approx.), in addi- 
tion to such expenses as occur. 


The costs of the 1949 program, including the educa- 
tional campaign, public relations (March 15- m a 
inclusive) and executive secretary (combined, September 1) 
are as follows: 


Service charge 
(This includes personal services of agency personnel, 
office oad $6,570.00 
Travel expense 
(This includes payments to physicians for travel) 819.48 


Dr. Smith then presented the Treasurer’s report, 


as follows: 
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Travel expenses for American Medica! Association and 
$9,097 .65 


Vol. 
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ance on hand, January 1, 1949 
nation (National ‘Physicians’ Committee) 46 00 
Tru volence Fund. 3,000.00 
New ‘Ham shire Dental Society 200.00 
| “Association Secretaries’ Confere nce .. 302.48 
Assessments 358 @ $1 5.00) . ee ee een 5,3 .00 
Exhibits, 194 annual meeting 592.08 


New England Journal of Medicine 
ournals 


Exrenpitures in 1949 


1 
at 8 expenses. 00 00 006 0600 481.48 
ca 
luding Miss May, oe 818.93 
New England, 190.00 
National Physicians Committee retund pier 46.00 
Attorney f 200 00 
National Health 123.17 
Yelegate to American Medical ee 494.63 
Jelegates and committee lunches. . es ‘ 
onde bb 6008 6606 6006 0606506068 15.00 
$16,690.15 
Balance on hand, December 31, 1949 .............. 1,222.86 
$17,913.01 
Bupcet ror 1950 
Dece 31, $1,222.86 
Balance on hand, mber 31, 1949 
1949 Dues @ $10) 350.00 
1949 Assessments (238 @ $15) . 3,570.00 
ts at annual meeting ....... ,000 
$32,142.86 
Expenditures: 
(Includin Miss ‘May ‘Stenotypist, $400) 
Printing and office su pplies 400 00 
Executive Secretary Public 15,900 00 
Delegate to American Medical 500.00 
5060066 6606 6060668 00 1,500.00 
660600 6006 60 6650 66005006 50.00 
$26,075 .00 


Stanpinc or County Societies as or Decemeer 31, 1949 
MemBenrs Dyas Assess- 


OT MENTS 

sexs Paw* Nor 

Paip* 

1948 1949 1949 
39 41 3 1 14 
Gooe 31 38 5 
17 97 é $5 
Merrimack 79 2 4 22 
Rockingham ......... 64 66 3 0 35 
660606640 38 46 3 0 6 
22 24 1 0 23 
county society 3 3 1 
591 633 31 35 238 
have paid their 


*Since December 31, 1949, a number of members 
aseessments. 


dues and 


Dr. Smith then read the following communication 
from Dr. Carleton R. Metcalf: 


I am very pleased and deeply touched by the Resolu- 
tion passed by the members of the House of Delegates on 
September 18, concerning my service as Secretary-Treas- 
urer of the New Hampshire Medical Society, as well as 
by the beautiful certificate that implements this resolution. 

Please convey to the members of the House of Delegates 
my sincere appreciation of this courtesy and thoughtful- 
ness. 


Dr. Smith stated that Dr. Metcalf was very much 
improved. 

President Bowler then moved that the annual 
meeting in September be a joint meeting with the 
Vermont State Medical Society. 

Dr. Marcotte seconded the motion, which was 
carried. 

Dr. Leonard moved that the Treasurer’s Report 
and the Report of the Executive Committee be 
accepted. 

This motion was duly seconded and was carried. 

Secretary Smith then spoke as follows: 


I had the pleasure of meeting Dr. Garland, editor of the 
New England Journal of Medicine when I was going out 
to the retaries’ Conference, and I discussed at some 
length with him the New Hampshire number of the Journal, 
so-called, that he edits. He brought out the idea that he 
would like to have the Journal sent to every member of 
the Society. The members of the Society at the present 
time have been receiving one number a month, the last 
number each month, as a part of the membership, and 
the cost has been $1 per year per man. Dr. Garland in- 
forms me that this will be increased to $1.50 per man, and 
the cost of the Journal, if sent to every member, would 

$6 a year per man. The regular subscription is $7. 

The Executive Committee considered this, and although 
there was no formal vote taken, it was the consensus of the 
members that the present plan be continued, of having 
one number of the Journal a month, only, sent to each 
member of the Society. 

Dr. Garland is here today. He happened to be in Con- 
cord on another matter. If you have any questions, be- 
fore considering this matter, I know he will be willing to 
answer any questions. 


Dr. Joseph Garland spoke as follows: 


The original discussion under the new regime was last 
November, when Dr. Smith, Mr. Putnam and I went to 
Chicago together and had a good deal of discussion re- 
garding the desirability of our trying to make the Journal 
mean a little more to the New Hampshire Medical Society. 
Probably there are advantages and disadvantages on your 
part, and there are certain advantages to us by the close 
relation that probably has been explained to you. 

I offered to furnish the Journal at cost, which on the 
present basis (figuring our cost of delivering subscriptions 
in 1949) is $6 per subscription. It was a little higher last 
year than it had previously been because of a slight drop 
in advertising, compared to the Previous lush years after 
the war, when everything was going well. 

The Journal has two separate functions, with reference 
to computations, and its subscribers. The second function, 
ee to computations, is to furnish space to its ad- 


On that basis, we, of course, were furnishing the Journal 
to New Hampshire, at a little below cost, because the 
Segre arrangement had been $1 that the Society paid 

each 12 issues a year out of the 52. The members of 
the Society had the privilege of getting the entire 52 issues 
on the payment of an extra $3. In other words, we were 
getting $1.25, including postage, and $4 for the others, 
and a little over 200 independent subscribers took the 


in the subscriptions. 

New Hampshire is alone in receiving the 12 issues a year. 
I might say that we do have a special student rate of $4 
a year, and I think that we probably are wise in being 
willing to lose money on the students. We have over 
4000 medical students in the country who subscribe at $4, 
but every summer there will be 200 or 300 or more grad- 
uating, who will change over to a regular subscription. 

I know that our subscription rate is too low. It was 
and it was raised at the beginning of 1948 to $7, a 
of course everybody will agree that for a medical journal, 
in these days, to be selling a weekly at $7 a year is quite 
out of line. It may be that I shall have to ask my com- 
mittee to raise that to $8 again. Otherwise, the difference 

ng from more than independent subscriptions, 
is too small. We practically broke even last year. 


Dr. George C. Wilkins then made the following 
remarks: 


Regarding the Benevolence Fund, we have not very 
much money. We planned, originally, as we said at the 
last meeting, to get $10,000 or $12,000 and then the in- 
terest of that could be used to help some doctor who 
might come upon evil times. We started out with a $1 
assessment from each member, and gradually i 
then the House cut it down to fifty cents and, later on, 
to nothing. So that the only additions we have had on 
the account for a number of years has been the interest 
that has been derived from invested funds in the bank, 
and two or three of the auxiliaries have contributed a total 


of $35 a year. 

During the last year or so, I have had two applications 
for help from men who really needed it, and I was unable 
to give any help at all because the amount of money that 
we had at the beginning of last year was $7104. It may 
be $7250 now. I requested the House, last year, to put 
back the $1 per member, to increase the Fund until we 
get $15,000. That might, at reasonable investment, give 
us enough money to help out some men who need it. 


Secretary Smith then moved that the dues of the 
American Medical Association be collected by the 


county-medical-society treasurers, and forwarded 


to the treasurer of the New Hampshire Medical 
Society as the State dues are now collected. 

This motion was duly seconded. 

In answer to a question, Speaker Lewin stated 
that the county dues varied from one county to 
another: some counties had dues of $1, and others 
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$4 and $5. And in one county at least the dues 
were $10. | 

After further discussion twelve votes were for thé” 
motion, and fourteen against it, and the motion 
was lost. 

After some discussion it was moved to have the 
State Society collect the American Medical Asso- 
ciation dues. The motion was carried. 

Secretary Smith, on behalf of the Executive Com- 
mittee, moved that the dues of the physicians who 
are in internships, residencies, fellowships or active 
military service for six months in any calendar year, 
be $5 annually. 

This motion was duly seconded and was carried. 

Secretary Smith also moved to remit the dues of 
any physician for whom the payment might be a 
dire hardship, upon certification of the county 
society secretary. 

This motion was duly seconded and was carried. 

Dr. Marcotte then moved that the Secretary’s 
salary be left at $1000, as called for in the budget. 

Dr. Israel seconded the motion. 

After further discussion Dr. Hagerty moved that 
the Secretary’s salary be $2000, in addition to 
expenses. 

Dr. Powers seconded the motion, which was 
carried. 

Dr. Barcomb then moved that the amount of 
$500 be allowed in the budget for the expenses of 
the Secretary. 

This motion was duly seconded and was carried. 

Dr. Marcotte moved the acceptance of the item 
for clerical work at $1000 in the budget. 

This motion was duly seconded and was carried. 

Dr. Brown moved that the House approve $400 
for printing and office supplies in this year’s budget. 

This motion was duly seconded and was carried. 

Dr. Leonard then moved that the figure of $15,900 
in the budget for the Executi and 
Public Relations be accepted. 

This motion was duly seconded and was carried. 

Dr. Hagerty moved that the status of subscrip- 
tions to the New England Journal of Medicine be 
left as at present. 

This motion was duly seconded and was carried. 

Dr. Barcomb then moved that the Transactions 
item in the budget be accepted. 

This motion was duly seconded and was carried. 

Dr. Marcotte moved that the item of $75 for 
the Cancer Committee be approved. 

This motion was duly seconded and was carried. 

Dr. Hagerty moved the acceptance of $100 in 
the budget for the New England Medical Council. 

This motion was duly seconded and was carried. 


684 
Based on the revenue from those two sources, sub- 

scriptions and advertising, in 1949, we were almost even; 

in other words, it cost us $12 per subscriber to put out the 

Journal, and approximately half of that is chargeable to 

our advertising, leaving the other $6 as chargeable to our 

subscriptions. 

whole 52 issues; there were some 280 that the Society 

paid for. In addition, of course, we were printing the 

Transactions at cost, and that was rather a high cost, but 

that is the way it worked out. I plan never to charge more 

than cost; if we could cut that cost, it would be reflected ; 
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Dr. Hagerty then moved that the Society con- 
tribute $1000 a year to the Benevolence Fund in 
1950, but not for 1949. 

This motion was duly seconded and was carried. 
. Dr. Sycamore moved that the attorney’s fee of 
$200 be approved. 

This motion was duly seconded and was carried. 

Dr. Marcotte moved that the expenses of the 
Delegate to the American Medical Association of 
$500 be approved in the budget. 

This motion was duly seconded and was carried. 

Dr. Gray moved that the item of dinners, at 
$250, be approved. 

This motion was duly seconded and was carried. 

Dr. Marcotte moved that the item of $1500 for 
the annual meeting be approved. 

This motion was duly seconded and was carried. 

Dr. Campbell moved that the item of $50 for an 
audit be approved. This motion was duly seconded 
and was carried. 

Speaker Lewin then asked for discussion of the 
item of the Blue Shield Surgical Service Contract. 

President Bowler moved that the matter be tabled. 

This motion was duly seconded and was carried. 

Secretary Smith then moved that the Speaker 
appoint a committee of the House to look into the 


whole matter of grievances, or a complaint com- 
mittee, and report their findings and recommenda- 
tions at the September meeting of the House of 
Delegates. 
This motion was duly seconded and was carried. 
After an explanation by Dr. Smith it was moved 
to oppose pending legislation to provide examina- 
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tion of all school children, treatment of school chil- 
dren where the parents cannot afford to pay the 
cost of treatment and treatment of all school chil- 
dren. This motion was carried. 

Dr. Barcomb then moved that the House vote 
to oppose the bill on subsidy of medical education 
in its present form. 

This motion was duly seconded and was carried. 

Secretary Smith then moved to disapprove the 
section on compulsory contributory permanent and 
total disability insurance of H. R. 6000. 

This motion was duly seconded and was 
carried. 

Secretary Smith then moved that the program 
of accreditation of nurses’ training schools or edu- 
cational programs in nursing be referred to the 
Committee on Allied Professional Relationships for 
study. 

Dr. Roe seconded that motion, which was carried. 

Secretary Smith asked for approval or disap- 
proval of the action of the Executive Committee 
in approving the group accident and health in- 
surance plan of the Metropolitan Casualty Com- 
pany of New York. 

A delegate moved that this matter be tabled. 

This motion was duly seconded and was carried. 

Dr. Brown moved that the meeting adjourn. 

This motion was duly seconded and was carried. 

Whereupon, the Special Meeting of the House 
of Delegates was adjourned at 5:10 p.m. in the after- 
noon on Sunday, January 22, 1950. 
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CITADEL OF DEMOCRACY 


Ir tHe American people do not actually hear, 
like Kubla Khan, ancestral voices prophesying war, 
they are at least in a situation where preparation 
for such an eventuality is dictated by every atom of 
common sense that remains in them. Such prepara- 
tion may be, in fact, the only means by which a 
superconflict or a holocaust is to be avoided. 

Quite unreassured by the shrill witch hunts that 
tear through the nation’s legislative halls, the aver- 
age American still hopes uneasily for some authori- 
tative word that those in whom he has placed his 
trust have not deserted him. Controversy over the 
adequacy of the country’s defenses does not add to 
his sense of security, nor does the suspicion that 
protection against the most destructive force in the 
world is proceeding unnecessarily slowly add to his 
confidence. 
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The progress that has been made, little or great 
as it may be, should be announced to the public in 
place of the present conflicting reports and rumors, 
and some assurance at least should be given that 
intelligent, co-ordinated and comprehensive plans 
are in the making. Since the medical profession 
must play an important part in civilian defense it is 
high time that all physicians should know what 
that part will be. Further delay can only add to the 
general impression of sluggishness in what is per- 
haps the nation’s most urgent business. 

Some work is obviously being done. The Atomic 
Energy Commission is a fact-finding board of proved 
integrity, and important information on means of 
counteracting radiation effects has been assembled 
by its Division of Biology and Medicine, under the 
chairmanship of Dr. Shields Warren. The bottle- 
neck seems to have come in the diffusion of avail- 
able knowledge to the points where it can become 
effective, although there is encouragement in the 
announcement that the medical profession’s role 
in a civil defense program will be discussed in 
Chicago on May 6. 

The National Security Resources Board was given 
primary responsibility a year ago for civil defense 
planning. If the resources on which national 
security must depend tomorrow or next month or 
next year have been mobilized to their utmost in 
the time available, that information has not filtered 
through to the potential victims of a not wholly 
unforeseeable disaster. Should democracy’s efforts 
at defense be ever again applied too late and in too 
small measure, there will be no second chance. 


TUFTS MEDICAL SCHOOL IN 1950 =~ 
Tuts year Tufts College Medical School moved 
into the fifth home it has occupied since it was 
founded in 1893. First established at 188 Boylston 
Street it moved to the old Chauncey Hall School in 
1896. A year later it was taken to the corner of 
Shawmut Avenue and Rutland Street in the South 
End, where it remained until 1901, when it moved 
into its own new building at 416 Huntington 
Avenue. This building was enlarged in 1910, and 
an annex was built in the rear in 1918. It has faith- 
fully served its purpose for nearly half a century. 
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And now, on April 19, 1950, a significant date in 
he history of New England, the friends and alumni 
of Tufts inspected the new quarters into which 
classes were moved at mid-year. Located at 136 
Harrison Avenue, across the street from the New 
England Center Hospital, the Ziskind Research 
Laboratories, the Boston Dispensary and the Boston 
Floating Hospital, the new site is an advantageous 
one from all points of view. To the adjacent clinical 
and research activities, the School can supply that 
educational viewpoint without which no _ large 
medical group does its best work. In return the 
School will enjoy for the first time the luxury of 
being within a stone’s throw of an ample area of 
clinical interest. 

The medical staff of the old Boston Dispensary, 
contemplating the present scene of their eighteenth- 
century labors, might well ponder the changes a 
scientific and technical world continues to force 
upon the “practise of physic.” On pleasant days 
Dr. John Fleet would be walking from his home on 
Milk Street, and would be sure to have seen the 
modern type of entrance recently built into the 
eight-story building at 136 Harrison Avenue. James 
Jackson, returning from his district, which extended 
from “the north side of Summer and Winter streets 
to the Mill pond and Creek,” would also have 
noticed that this building has been extensively reno- 
vated, being now equipped with steel window 
sashes and fluorescent lighting fixtures. Within, 
they would see other signs of man’s restlessness. 
By now the shades of these gentlemen are doubt- 
less familiar with the smoked kymograph drum and 
the type of information it can record, but here they 
would see it being replaced by electric recording 
paper. A gigantic icebox called a cold room, which 
in turn opens into another, super-cold room, is now 
accessible to an entire laboratory class via a speak- 
easy arrangement that permits maximum traffic 
with minimum defrosting. In the Department of 
Anatomy cadavers are humidified when not being 
dissected, thus preventing excessive drying of the 
material (surely Benjamin Waterhouse, with his 
gold-headed cane, would make the journey from 
Cambridge to view this feature). Classroom light- 
ing is designed to permit the taking of notes while 
lantern slides or movies are being shown, and per- 
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haps to help somnolent students who cannot stay 
awake in the dark. Classrooms and laboratories are 
generally adjacent to each other, a natural arrange- 
ment, but one that has in the past been known to be 


scrupulously avoided by those who plan medical 
schools. 


Altogether, a thoroughly modern medical-school 
plant has been produced at the New England Center. 
Even the casual visitor realizes that it has been care- 
fully planned. Its equipment is in most respects 
the best that can be had. The Journal congratulates 
Tufts College Medical School on what is certainly 
a long stride in Boston’s medical progress, and 
extends felicitations and best wishes for the next 
half century to the teachers and students who will 
give it life. 


COMMITTEE ON PESTICIDES 


Tue recent establishment of a Committee on 
Pesticides, a permanent committee of the Council 
on Pharmacy and Chemistry of the American 
Medical Association, fulfills a long-felt need. For 
several years the office of the Council has devoted 
much time to the collection of information and the 
consideration of problems connected with pesticides. 
During this time the Council, in conjunction with 
other scientific groups, has offered its assistance 
to governmental agencies, industrial concerns and 
private interests in problems connected with the 
disposition of various types of pests. A conference 
on the health hazards of pesticides held in Chicago 
on November 3, 1948, and an exploratory meeting 
of this committee on October 26, 1949, in which 
the Council on Foods and Nutrition participated, 
has resulted in the formation of the permanent 
committee. 

It was apparent from these meetings that there 
was much to be learned about the uses, limitations 
and antidotes of pesticides and the integration of 
existing information so that it would become avail- 
able to physicians and others who have need of 
such information. The Committee on Pesticides 
has been created to fill this gap. To co-ordinate 
the medical activities interested in pesticides and 
to offer guidance to physicians and persons in other 
medical sciences the following projects will be 
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undertaken initially: to promote safe standards 
of use; to foster the development of antidotal meas- 
ures, especially for the newer agents; to stimulate 
voluntary regulation of problems by industry 
rather than governmental or state control; to assist 
in the standardization of nomenclature; to ac- 
cumulate and evaluate new information; and to 
undertake an extensive educational program on 
the usefulness and limitations of pesticidal agents. 

In its work the Committee will seek the active 
co-operation and assistance of all segments of science 
and industry, and its services will be available not 
only to physicians and other medical personnel 
but also to any groups that may need assistance. 
The many problems in this field have been handled 
by various industries and organizations, but with 
the Committee and its trained and interested per- 
sonnel a greater co-ordination of efforts in the 
solution of these problems can be expected in the 
next few years. 


APPOINTMENT OF DR. SMITH 


The Journal takes pleasure in announcing the 
appointment to the editorial board of Deering G. 
Smith, M.D., of Nashua, New Hampshire, secre- 
tary of the New Hampshire Medical Society. 


It would seem, by an article in the Buffalo 
Medical Journal, that the professor of midwifery 
in the medical department of the University of 
that place, has received a rebuke from some few 
of the medical gentlemen there, for illustrating his 
lectures with the living subject . .. . Honi soit qui 


mal y pense. 
Boston M. &. S. J., April 24, 1850 


MASSACHUSETTS MEDICAL SOCIETY 


ANNUAL MEETING OF THE COUNCIL 


The annual meeting of the Council will be held 
at the Hotel Statler, Boston, on Monday, May 
15, 1950, at 7:00 p.m. 

Business: 
1. Call to order at 7:00 p.m. 


2. Presentation of record of the stated meeting of the 
Council held February 1, 1950, as published in the New 
England Journal of Medicine, issue of March 23, 1950. 
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3. Reports of standing and special committees. 
4. Report of Committee on Nominations: 


President: Dr. Leland S. McKittrick. , 
President-Elect: Dr. W. Richard Ohler. - 
Vice-President: Dr. Patrick J. Sullivan. 

Secretary: Dr. H. Quimby Gallu 

Treasurer: Dr. Eliot Hubbard, Jr. 

Assistant Treasurer: Dr. Norman A. Welch. 

Orator: Dr. Donald Munro. 


5. Such other business as may lawfully come before thi 
meeting. 


Councilors are asked to sign one of the two at 
tendance books before the meeting. The Cotting 
supper will be served immediately before the 
meeting. 

H. Qumsy M.D., Secreta 


DEATH 
Leonarp — Donald W. Leonard, M.D., of Exeter, died on 


February 21. He was in his forty-seventh year. 
r. Leonard received his degree from Harvard Medical 
School in 1929. He was a fellow of the American College o 
Surgeons and American Medical Association. 
is widow, a daughter and a brother survive. 


NOTICES 


BOSTON GASTROENTEROLOGICAL SOCIETY 


A meeting of the Boston Gastroenterological Society will 
my St. Elizabeth’s Hospital, Brighton, on Friday, May 
, at 12 noon. 


Procram 


The Management of Spontaneous Rupture of the Esopha- 
gus. Joseph Lynch, M.D. 

The Problem on Nonsurgical Jaundice, Especially In- 
fectious Hepatitis, William C. Maloney, M.D. 

Perforation of a Massively Bleeding Peptic Ulcer — Its 
Successful Management. Albert S. Murphy, M.D. 


A buffet luncheon will be served. 


HENRY JACKSON LECTURE 


Dr. George Baehr, clinical professor of medicine, Colum- 
bia at ge | College of Physicians and Surgcons, and 
chief of the First Medical Service and director of Clinical 
Research, Mount Sinai Hospital, will present the Henry 
Jackson Lecture of the New ngland Cardiovascular Society 
in the Auditorium of the Bos 
Boston, on Monday, May 8, at 8:15 p.m. His ve will 
be “Lupus Erythematosus and Other Diseases of Collagen: 
Their clinical course and treatment.” A short business 
meeting will precede the lecture. 

—~ poems physicians and medical students are invited to 
attend. 


ton Medical Library, 8 Fenway, 
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